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RURAL  HEALTH  CARE 


TUESDAY,  APRIL  5,  1994 

U.S.  Senate, 
Committee  on  Appropriations, 

Pendleton,  OR. 

The  subcommittee  met  at  1  p.m.,  at  the  Pendleton  Convention 
Center,  1601  Westgate,  Pendleton,  OR,  Hon.  Mark  O.  Hatfield  pre- 
siding. 

Present:  Senator  Hatfield. 

NONDEPARTMENTAL  WITNESSES 

STATEMENT  OF  DR.  CHARLES  E.  HOFMANN,  PHYSICIAN,  INTERNIST 
FROM  BAKER  CITY 

OPENING  REMARKS 

Senator  Hatfield.  The  Committee  on  Appropriations  will  come 
to  order. 

Let  me  first  of  all  welcome  everyone  here  to  this  hearing.  I  ap- 
preciate very  much  the  distinguished  guests  and  witnesses  who  are 
participating  in  this  important  session.  Our  witnesses  today  are 
identified  as  to  their  residence  or  their  location  by  this  map.  So 
when  we  talk  about  a  rural  health  care  problem,  you  can  see  the 
blue  and  the  red  markers,  represent  a  very  major  section  of  our 
rural  state. 

Today  in  Washington,  DC,  as  you  have  been  made  aware  through 
the  media,  health  care  reform  is  a  very  important  subject.  I  want 
to  take  this  opportunity  to  again  commend  the  President  and  Mrs. 
Clinton  for  elevating  this  issue  to  a  great  public  discussion  and 
congressional  debate.  And  hopefully  out  of  hearings  of  this  type 
and  other  information  that  is  being  gathered  by  the  committees  of 
respective  jurisdiction  of  the  House  and  the  Senate,  we  will  have 
an  opportunity  to  craft  a  doable  and  a  practical  health  care  reform 
bill. 

Congress,  as  you  know,  is  struggling  to  address  this  issue  from 
a  national  solution.  And,  of  course,  we  cannot  forget  that  there  are 
special  needs  of  rural  communities.  Rural  health  care  systems  are 
different  than  urban  systems.  I  don't  think  we  can  emphasize  that 
too  much.  If  you  have  watched  the  evolution  of  the  President's 
plan,  you  will  find  that  lately  there  is  a  better  focus  upon  the  dis- 
tinctions between  rural  and  urban  than  in  the  original  proposals. 

First  of  all,  I  want  to  recognize  one  of  the  unique  barriers  that 
we  have,  or  unique  differences,  between  urban  and  rural  health 
care,  and  that  is  the  ongoing  problem  with  the  shortage  of  physi- 
cians and  other  providers  and  geographic  isolation.  And  another  is 
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the  unusually  high  number  of  elderly  and  uninsured  patients  that 
live  in  rural  America. 

Rural  providers  also  find  that  they  make  less  money  and  work 
longer  hours  than  their  urban  counterparts.  These  are  generalities 
which  may  not  apply  in  every  instance,  but  certainly  represent  a 
general  distinction. 

At  the  same  time,  these  providers  must  be  capable  of  delivering 
a  wide  variety  of  services,  without  the  benefit  of  specialized  profes- 
sional support  or  advanced  diagnostic  equipment.  And  conse- 
quently, rural  communities  find  it  difficult  to  attract  on  a  continu- 
ing basis  an  adequate  number  of  providers. 

There  are  often  more  than  twice  as  many  patients  for  every  prac- 
ticing physician  in  rural  America.  Compounding  this  problem  is 
that  a  large  number  of  rural  physicians  are  older  and  will  soon  be 
retiring.  Here  in  eastern  Oregon,  20  percent  of  the  physicians  are 
over  the  age  of  60. 

The  problem  of  attracting  health  care  providers  to  rural  commu- 
nities contributes  to  the  difficulty  in  keeping  American  rural  hos- 
pitals open.  Nationwide,  252  rural  community  hospitals  closed  be- 
tween 1980  and  1989.  But  interesting,  of  those  252  rural  commu- 
nity hospitals  that  closed  in  that  span  of  time,  166  of  the  closures 
occurred  during  the  last  4  years  of  that  decade. 

In  Oregon,  seven  rural  hospitals  have  closed  since  1986,  and  sev- 
eral other  rural  facilities  face  the  threat  of  imminent  closure. 

Now,  since  hospitals  often  are  the  largest  employers  in  rural 
communities,  they  not  only  provide  the  essential  health  care  pro- 
grams, but  they  play  an  important  role  in  maintaining  the  eco- 
nomic viability  of  their  host  communities. 

Many  Oregon  communities  struggling  to  survive  the  downswings 
that  have  occurred  in  the  timber,  ranching,  fishing,  and  other 
rural-based  industries,  are  relying  on  the  economic  strength  of 
their  health  care  systems.  It's  interesting  to  note  that  even  in  the 
urban  center  of  Portland,  the  largest  payroll  is  the  Oregon  Health 
Science  University. 

I  am  alarmed  by  the  vulnerability  of  our  rural  health  care  deliv- 
ery systems,  and  I  believe  that  the  Federal  Government  has  a  re- 
sponsibility to  work  with  rural  providers  who  are  courageously 
struggling  to  ensure  access  to  affordable  quality  health  care  for 
their  patients. 

In  Washington,  politicians  and  academics  are  debating  national 
health  care  policy. 

My  purpose  in  holding  this  hearing  today  in  Oregon  is  to  get  out 
of  Washington,  to  learn  from  you  directly  your  real  successes,  con- 
cerns, and  recommendations,  regarding  the  delivery  and  financing 
of  health  care  in  rural  communities  of  this  State. 

This  is  the  second  in  the  series  of  rural  health  hearings  which 
I  have  chaired  in  Oregon.  The  first  was  held  last  August  in  Med- 
ford.  As  a  former  chairman  and  now  the  ranking  member  of  the 
Senate  Appropriations  Committee,  I  have  long  supported  funding 
for  programs  which  improve  the  availability  of  health  care  services 
and  foster  innovation  and  collaboration  in  rural  areas. 

Programs  such  as  community  and  migrant  health  centers,  rural 
Health  outreach  grants,  AHEC's  (area  health  education  centers). 


and  the  National  Health  Service  Corps,  have  served  rural  commu- 
nities I  believe  very  well. 

I  would  say  parenthetically,  I  am  concerned  that  the  President's 
budget  request  for  the  next  fiscal  year  recommends  an  $18  million 
cut  in  these  programs,  including  the  elimination  of  the  AHEC  pro- 
gram. 

I  can  assure  you  that  I  will  use  every  skill  I  have  to  right  that 
deficiency  in  the  President's  budget,  particularly  as  it  relates  to  the 
AHEC  program. 

Building  upon  lessons  learned  from  these  programs,  I  have  sub- 
sequently introduced  the  Rural  Health  Innovation  Demonstration 
Act  of  1993.  Now,  the  bill  authorizes  a  series  of  cooperative  net- 
work grants  to  help  provide  rural  communities  the  resources  nec- 
essary to  transition  into  comprehensive  health  care  reform.  Under 
the  bill  local  and  State  entities  will  be  free  to  design  networks  that 
would  best  suit  their  needs. 

I'd  like  to  digress  for  just  a  moment  and  recognize  a  growing  de- 
sire on  the  part  of  the  Congress  and  the  Federal  Government  in 
general  of  creating  greater  flexibility  in  major  programs.  In  the 
Goals  2000  Educate  America  Act,  that  the  President  recently 
signed,  we  have  passed.  We  introduced  in  that  an  amendment 
called  the  education  flexibility  amendment,  because  we  found  that 
the  efforts  to  regiment  and  to  standardize  and  to  nationalize  these 
grants  in  such  a  way  that  you  diminished  the  possibility  of  local 
creativity  was  a  very  costly  system  that  we  had  to  correct.  We  find 
it  in  other  Federal  programs,  too. 

Oregon  has  demonstrated  national  leadership  in  the  provision  of 
rural  health  care.  I  believe  that  our  AHEC  program  is  considered 
to  be  one  of  the  most  effective  and  progressive  in  the  country.  And 
the  rural  health  professionals  and  the  legislators  of  this  State  have 
repeatedly  affirmed  their  commitment  to  develop  the  best  possible 
health  care  infrastructure  with  which  to  serve  their  communities. 

So  by  coming  together  today,  we  reaffirm  the  dedication  of  this 
great  state  to  providing  access  to  quality  health  care  to  all  of  its 
citizens.  Ultimately,  I  hope  to  walk  away  from  today's  hearing  with 
a  better  idea  of  how  our  national  investment  in  health  care  reform 
might  most  effectively  meet  the  needs  of  rural  Oregon  and  rural 
America. 

Again,  I  wish  to  thank  the  witnesses  for  participating  in  the 
hearing  today,  and  look  forward  to  hearing  your  testimony. 

As  you  know,  we  have  a  goodly  number  of  witnesses  and  we're 
asking  each  of  you  to  restrict  yourself  to  a  summary  of  your  testi- 
mony to  5  minutes,  and  then  the  entire  statement,  the  entire  testi- 
mony will  be  placed  in  the  record  and  used  to  study  following  the 
hearing. 

So  at  this  point  I  would  like  to  introduce  the  first  panel  and  in- 
vite them  to  take  the  positions  here  at  the  table.  The  first  panel 
is  made  up  of  Dr.  Chuck  Hofmann,  physician,  internist  from  Baker 
City;  David  Jones,  physician  assistant,  Gilliam  County  Medical 
Center  in  Condon,  OR;  Dennis  Burke,  chief  executive  officer  of 
Good  Shepherd  Community  Hospital  in  Hermiston,  OR;  and  Ms. 
Sylvia  Arroyo,  administrator  of  Family  Medical  Center,  Yakima 
Valley  Farm  Workers  Clinic,  Walla  Walla,  WA,  and  Hermiston 
Community  Health  Clinic. 


PREPARED  STATEMENT 

We  welcome  each  of  you,  and  please  proceed  to  give  your  testi- 
mony. 

[The  statement  follows:] 

Statement  of  Senator  Mark  O.  Hatfield 

The  Committee  on  Appropriations  will  come  to  order. 

Let  me  first  welcome  everyone  here  and  express  my  appreciation  to  the  witnesses 
and  distinguished  guests  for  participating  in  this  important  hearing. 

Today  in  Washington,  D.C.  health  care  reform  is  the  subject  of  much  discussion 
and  deliberation.  The  Committees  of  jurisdiction  in  both  the  House  and  the  Senate 
have  before  them  a  myriad  of  proposals,  including  the  President's  Health  Security 
Act.  They  are  expected  to  complete  their  work  and  make  recommendations  to  the 
Senate  and  House  later  this  year. 

As  Congress  struggles  to  craft  a  national  solution  to  the  problems  in  our  health 
care  system,  we  must  not  forget  the  special  needs  of  rural  communities.  Rural 
health  care  systems  are  different  than  urban  systems.  As  you  know,  they  face 
unique  barriers  to  providing  quality  health  care,  including  an  ongoing  shortage  of 
physicians  and  other  providers,  geographic  isolation,  and  an  unusually  large  number 
of  elderly  and  uninsured  patients. 

Rural  providers  typically  make  less  money  and  work  longer  hours  than  their 
urban  counterparts.  Yet,  at  the  same  time  these  providers  must  be  capable  of  deliv- 
ering a  wide  variety  of  services,  often  without  the  benefit  of  specialized  professional 
support  and  advanced  diagnostic  equipment.  Consequently,  rural  communities  find 
it  difficult  to  attract  an  adequate  number  of  providers.  There  are  often  more  than 
twice  as  many  patients  for  every  practicing  physician  in  rural  areas.  Compounding 
this  problem  is  that  a  large  number  of  rural  physicians  are  older  and  will  soon  be 
retiring.  Here,  in  Eastern  Oregon,  20  percent  of  the  physicians  are  over  age  60. 

The  problem  of  attracting  health  care  providers  to  rural  communities  contributes 
to  the  difficulty  in  keeping  America's  rural  hospitals  open.  Nationwide,  252  rural 
community  hospitals  closed  between  1980  and  1989 — 166  of  these  closures  occurred 
during  the  last  four  years  of  the  decade.  In  Oregon,  seven  rural  hospitals  have 
closed  since  1986  and  several  other  rural  facilities  face  the  threat  of  imminent  clo- 
sure. 

Since  hospitals  often  are  the  largest  employers  in  rural  communities,  they  not 
only  provide  essential  health  care,  they  play  an  important  role  in  maintaining  the 
economic  viability  of  their  host  communities.  Many  Oregon  communities,  struggling 
to  survive  the  downswings  that  have  occurred  in  the  timber,  ranching,  fishing,  and 
other  niral-based  industries,  are  relying  on  the  economic  strength  of  their  health 
care  systems. 

I  am  alarmed  by  the  vulnerability  of  our  rural  health  care  delivery  systems.  I  be- 
lieve the  federal  government  has  a  responsibility  to  work  with  rural  providers  who 
are  courageously  struggling  to  ensure  access  to  affordable,  quality  health  care  for 
their  patients.  In  Washington,  politicians  and  academics  are  debating  national 
health  care  policy.  My  purpose  in  holding  this  hearing  today  in  Oregon  is  to  get  out 
of  Washington  to  learn  from  you  directly  your  real  successes,  concerns  and  rec- 
ommendations regarding  the  delivery  and  financing  of  health  care  in  rural  commu- 
nities. This  is  the  second  in  a  series  of  rural  health  hearings  which  I  have  chaired 
in  Oregon.  The  first  was  held  last  August  in  Medford. 

As  a  former  Chairman,  and  now  the  Ranking  Member,  of  the  Senate  Appropria- 
tions Committee,  I  have  long  supported  funding  for  programs  which  improve  the 
availability  of  health  care  services  and  foster  innovation  and  collaboration  in  rural 
areas.  Programs,  such  as  Community  and  Migrant  Health  Centers,  Rural  Health 
Outreach  Grants,  AHEC's,  and  the  National  Health  Service  Corps  have  served  rural 
communities  well.  I  would  say  parenthetically,  I  am  concerned  that  the  President's 
budget  request  for  the  net  fiscal  year  recommends  an  $18  million  cut  in  these  pro- 
grams, including  the  elimination  of  the  AHEC  program. 

Building  upon  lessons  learned  from  these  programs,  I  introduced  the  Rural 
Health  Innovation  Demonstration  Act  of  1993.  The  bill  authorizes  a  series  of  cooper- 
ative network  grants  to  help  provide  rural  communities  the  resources  necessary  to 
transition  into  comprehensive  health  care  reform.  Under  the  bill,  local  and  state  en- 
tities will  be  free  to  design  networks  that  would  best  suit  their  needs. 

Oregon  has  demonstrated  national  leadership  in  the  provision  of  rural  health 
care.  Our  AHEC  program  is  considered  to  be  one  of  the  most  effective  and  progres- 
sive in  the  country  and  the  naral  health  professionals  and  the  legislators  of  this 


state  have  repeatedly  confined  their  commitment  to  developing  the  best  possible 
health  care  infrastructure  with  which  to  serve  their  communities. 

By  coming  together  today,  we  reaffirm  the  dedication  of  this  great  State  to  provid- 
ing access  to  quality  health  care  to  all  of  its  citizens.  Ultimately,  I  hope  to  walk 
away  from  today's  hearing  with  a  better  idea  of  how  our  national  investment  in 
health  care  reform  might  most  effectively  meet  the  needs  of  rural  America. 

Again,  I  thank  the  witnesses  for  participating  in  the  hearing  today  and  look  for- 
ward to  your  testimony.  In  order  to  provide  adequate  time  for  all  questions,  it  will 
be  necessary  for  each  of  you  to  limit  your  oral  remarks  to  five  minutes.  Your  written 
testimony,  however,  will  appear  in  full  in  the  hearing  record 

Dr.  HOFMANN.  Thank  you,  Senator.  It's  a  pleasure  to  see  you 
again,  and  I  want  to  compliment  you  on  your  efforts  to  further  the 
cause  of  rural  health  care  throughout  the  country.  As  I  know,  you 
have  my  written  testimony  before  you,  and  I  just  want  to  empha- 
size a  few  of  the  highlights  of  that  testimony. 

I've  had  the  opportunity  to  observe  the  rural  health  care  crisis 
in  this  State  for  the  past  13  years.  I've  lived  it  and  I've  talked  to 
my  colleagues  who  have  lived  through  it,  as  well.  We  have,  as  you 
mentioned,  several  successes.  Our  efforts  to  address  the  crises,  and 
I  want  to  mention  just  a  few  of  them. 

First,  I  want  to  mention,  in  my  opinion,  the  great  success  of  the 
State  tax  credit.  I  believe  this  incentive  program  has  been  very  suc- 
cessful in  retaining  rural  health  care  providers,  as  well  as  recruit- 
ing new  providers.  I  think  the  statistics  clearly  document  that. 

You've  already  mentioned  the  Area  Health  Education  Centers 
Program.  I've  had  the  opportunity  and  pleasure  of  being  involved 
in  that  program  since  its  inception. 

And  beyond  the  Area  Health  Education  Centers  Program  itself, 
I  think  that  perhaps  even  a  bigger  part  of  the  picture  is  the  won- 
derful and  tremendous  working  relationship  that  we  as  rural 
health  care  providers  have  had  the  opportunity  to  develop  with  the 
Oregon  Health  Sciences  University. 

I  think  the  AHEC  program  is  one  shining  example  of  that  rela- 
tionship, and  I  think  there  are  many  more  that  we  could  go  into. 

As  a  practicing  rural  physician,  I  have  many  barriers  in  my  way 
of  providing  adequate  health  care  to  my  patients.  As  an  internist, 
my  patients  are  primarily  over  the  age  of  65  and  have  Medicare. 

There  is  no  single  health  care  system  that  I  have  to  deal  with 
that's  more  frustrating  than  Medicare.  The  much  awaited  and 
ballyhooed  resource-based  relative  value  scale  has  been  completely 
unsuccessful  in  resolving  the  rural-urban  and  primary  care-second- 
ary/tertiary care  reimbursement  differential.  I  think  most  rural 
providers,  physicians,  especially,  have  been  very  disappointed  in 
that. 

I  know  you've  heard  a  lot  about  hassle  factors.  Those  are  those 
ubiquitous  things  that  we  all  can  see  and  are  very  difficult  to  de- 
scribe. I  have  included  two  examples  that  I  ran  into  just  last  month 
of  Medicare  hassle  factors  in  my  written  testimony.  I  hope  you 
found  the  first  example  as  challenging  as  we  did,  trying  to  deal 
with  it,  and  I  hope  the  second  example  wasn't  as  frustrating  to  you 
as  it  was  to  my  patients  and  myself. 

Hassle  factors  have  to  be  brought  under  control.  A  true  barrier 
to  health  care.  JCAHO,  the  Joint  Commission  on  Accreditation  of 
Healthcare  Organizations,  is  a  program  that  has  very  close  ties  to 
the  Federal  Government  through  accreditation. 


The  problem  with  that  program  is  it's  trying  to  overlay  a  tem- 
plate on  rural  health  care  organizations  similar  to  urban  organiza- 
tions that  puts  a  tremendous  amount  of  burden  on  hospital  admin- 
istrators, hospital  staff,  and  rural  health  care  providers.  That  pro- 
gram needs  to  be  reevaluated. 

Last,  you  have  mentioned  the  National  Health  Services  Corps, 
and  I  will  agree  that  has  been  successful,  but  the  problem  with  the 
corps  is  it  lacks  the  permanency  of  provider  placement. 

I  think  the  program  can  be  fine  tuned  and  I  have  offered  a  few 
suggestions  on  how  that  might  be  done  in  my  testimony. 

As  I  look  to  the  future  of  rural  Oregon  health  care,  I  see  the  Or- 
egon health  plan  and  I  see  a  program  that  was  forged  by  a  consen- 
sus of  all  the  different  stakeholders,  and  I  think  most  importantly, 
when  I  look  at  that  plan,  I  see  that  the  state  has  been  willing  to 
take  the  first  step,  which  is  to  say  that  we  as  a  society  can  no 
longer  afford  to  provide  all  the  available  health  care  to  all  of  those 
who  can't  pay  for  it.  I  truly  believe  that  fact. 

I  look  at  the  Clinton  health  proposal.  I  don't  see  that  first  step. 
I  see  a  lack  of  stakeholder  involvement  in  the  process.  I  see  a  lack 
of  meaningful  tort  reform. 

One  of  my  grave  concerns,  especially  for  rural  health,  is  the  lack 
of  meaningful  antitrust  protection.  As  we  start  to  form  the  net- 
works that  are  already  developing,  and  I  know  you're  aware  will 
develop,  I  have  great  concerns  about  the  antitrust  implications. 

And  last,  one  of  my  grave  concerns  about  the  Clinton's  plan  is 
its  lack  of  emphasis  on  patient  responsibility. 

I  know  my  time's  getting  short,  and  I  just  want  to  close  with 
mentioning  a  few  things  about  my  experience  in  managed  care  in 
rural  Oregon. 

Managed  care  is  here.  It's  working.  And  I  believe  it  will  continue 
to  work.  And  I  believe  it  will  do  so  for  three  reasons. 

First,  managed  care  emphasizes  cost-effective  health  care.  And  I 
truly  believe  that  we  rural  providers  do  provide  cost-effective 
health  care. 

Second,  managed  care  emphasizes  primary  care  providers,  ex- 
actly the  type  of  providers  that  predominate  in  our  areas.  But  last, 
the  reason  it  will  continue  to  work  is  that  managed  care  puts  the 
provider  in  charge  of  case  management  decisions.  That's  where  I 
believe  the  true  cost  savings  will  occur. 

Now,  as  you  have  already  mentioned,  we  have  a  shortage  of  pro- 
viders. We're  not  going  to  save  health  care  dollars  from  competition 
among  providers,  as  is  present  in  urban  areas,  what's  happening 
in  urban  areas.  But  we  will  save  money  because  rural  health  care 
providers  will  be  in  charge  of  the  direction  of  case  management. 

If  there  is  a  role  of  the  Federal  Government  in  that,  and  as  you 
have  mentioned,  you  have  already  identified  it,  it's  to  provide  the 
technical  assistance  to  develop  the  systems  and  networks  that 
managed  care  will  require. 

Rural  health  care  providers  are  too  dispersed  and  we  don't  have 
the  expertise.  We  need  help  putting  those  things  together.  And  cer- 
tainly fine  tuning  the  ones  that  are  already  put  together. 

That's  all  I  have  to  say.  Again,  I'm  very  happy  to  be  here,  and 
I  thank  you  for  the  opportunity. 


Senator  Hatfield.  Dr.  Hofmann,  I  have  one  question  on  your 

hassles. 

As  you  know,  the  Congressional  Budget  Office,  which  is  the  legis- 
lative arm  on  revenue  estimates  and  budgetary  practices,  has  said 
in  testimony  before  the  House  of  Representatives  that  the  Clinton 
plan  would  cost  $1.4  trillion  additional  taxes  in  the  next  6  years. 

Well,  that's  a  mind  boggling  figure,  and,  of  course,  that's  one  of 
the  problems  we  face  with  any  plan,  is  how  do  we  finance  it. 

A  thing  that  I  find  over  the  years  that  I  have  served  on  the  Ap- 
propriations Committee,  is  that  we  have  appropriated  dollars  for 
targeted  parts  of  our  population.  Maybe  it's  education.  Maybe  it's 
housing.  Whatever  it  may  be.  And  increasingly,  we  are  struggling 
to  find  out  how  much  of  that  appropriated  dollar  gets  to  the  tar- 
geted part  of  that  population.  How  many  cents  on  the  dollar?  Aiid 
when  you  get  to  add  up  the  bureaucracy  and  all  the  administrative 
procedures  and  compliances  and  all  that  goes  with  that  dollar 
being  granted  to  a  particular  part  of  our  demographics,  we  find 
that  a  diminishing  part  of  that  dollar  gets  to  the  person. 

Now,  when  I  look  at  the  Clinton  plan,  and  there  are  purchasing 
alliances  that  they  have  created,  two,  three  potential  levels  of  addi- 
tional paid  bureaucracy,  I'm  concerned  about  how  much  of  the  dol- 
lar we  might  appropriate  will  actually  get  to  the  individual  patient 
or  the  person  who  has  a  claim  for  that  program. 

Do  you  have  any  suggestions  as  to  whether  I  have  an  undue  con- 
cern about  that,  or  would  you  consider  that  a  hassle  factor,  now 
that  you  have  had  this  experience  with  Medicare?  Is  that  a  loaded 
question? 

Dr.  Hofmann.  No;  not  at  all.  Well,  I  think  you've  put  your  finger 
on  something  that  concerns  us  all. 

As  you  know,  just  my  experience  in  local  government  at  the  city 
of  Baker,  I've  identified  how  those  dollars  don't  trickle  down  and 
get  consumed  by  bureaucracy. 

What  we  have  to  do,  if  we  take  the  first  step,  and  I  think  it's 
an  appropriate  first  step,  that  we  need  to  seriously  consider  na- 
tional health  care  reform,  then  we  have  to  be  willing  to  build  on 
the  systems  that  are  already  in  place  without  adding  those  mul- 
tiple levels  of  bureaucracy  that  you  are  talking  about. 

Once  we  put — if  we  do  put  that  bureaucracy  in  place,  we  all 
know  bureaucracy  begets  bureaucracy,  and  those  initial  $1.4  tril- 
lion extra  are  going  to  double  in  no  time,  just  to  continue  to  feed 
the  bureaucracy.  As  more  rules  and  regulations  get  put  into  place, 
that  costs  more  and  more  money.  So  your  concern  is  certainly  not 
undue. 

[The  statement  follows:] 

Statement  of  Dr.  Charles  E.  Hofmann 

Thank  you,  Senator,  and  Members  of  the  Committee,  for  allowing  me  the  oppor- 
tunity to  testify  here  today  regarding  rural  health  care  issues,  speciiically  those  fac- 
ing Eastern  Oregon.  First,  I  should  briefly  explain  my  background.  I  am  a  fourth 
generation  eastern  Oregonian  born  and  raised  in  LaGrande.  Following  graduation 
from  the  University  of  Oregon  and  the  Oregon  Health  Sciences  University,  I  re- 
turned to  eastern  Oregon  upon  completion  of  my  residency  training  in  Internal  Med- 
icine. I  have  practiced  in  Baker  City,  Oregon  since  1981.  I  have  been  involved  in 
rural  health  care  policy  since  1988.  I  have  both  chaired  the  Oregon  Medical  Associa- 
tion's Rural  Health  Committee  and  been  involved  in  the  Oregon  Area  Health  Edu- 
cation Centers  Program  since  their  inception.  I  have  also  been  involved  in  the  draft- 
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ing  of  Oregon  rural  health  care  legislation  during  the  past  several  Legislative  ses- 
sions. In  addition,  I  have  been  involved  in  rural  economic  development  in  Oregon. 
I  have  spent  eight  years  on  the  Baker  City  Council,  including  four  years  as  Baker 
City  Mayor,  and  I  chair  the  Board  of  Directors  of  Rural  Development  Initiatives, 
Inc.,  a  non-profit  organization  which  provides  technical  assistance  to  economically 
distressed  rural  communities  across  the  state.  In  summary,  I  have  lived  the  rural 
health  care  crisis  in  Oregon  for  over  a  decade  and  have  attempted  to  become  in- 
volved in  developing  solutions  to  our  problems. 

We  have  had  some  success  in  our  efforts  to  improve  rural  health  care  delivery  in 
Oregon.  A  rural  health  care  provider  incentive,  in  the  form  of  a  state  income  tax 
credit  (which  I  believe  is  unique  to  this  state),  has  been  successful  not  only  in  re- 
cruiting new  rural  health  care  practitioners  but  has  also  helped  stem  the  alarming 
loss  of  established  providers  from  the  less  populated  areas  oi  our  state.  The  Oregon 
Office  of  Rural  Health  has  compiled  statistics  which  clearly  show  the  effectiveness 
of  this  program. 

In  addition,  a  wonderful  partnership  has  developed  between  rural  Oregon  and  the 
Oregon  Health  Sciences  University.  Under  the  guidance  of  Dr.  Peter  Konler,  OHSU 
President,  and  his  staff,  the  Medical  School  curriculum  has  been  revised  in  a  way 
which  puts  a  premium  on  primary  care  medicine  and  rural  practice.  This  is  a  far 
cry  from  the  policy  of  the  Medical  School  during  the  time  I  was  there;  a  time  when 
my  sanity  was  questioned  because  of  my  desire  to  return  to  eastern  Oregon. 

One  particularly  exciting  aspect  of  this  new  partnership  is  the  Oregon  Area 
Health  Education  Centers  Program,  of  which  the  Northeast  Oregon  Area  Health 
Education  Center  was  the  first  established  center.  Thanks  to  generous  federal  and 
state  funding,  this  program  has  approached  rural  health  care  reform  in  Oregon 
through  an  educational  focus.  Under  the  program,  all  third  year  medical  students 
are  rotating  through  rural  Oregon,  spending  six  weeks  with  a  primary  care  precep- 
tor. There  is  no  question  in  my  mind  that  the  dismal  ratio  of  medical  school  grad- 
uates choosing  primary  care  residencies  will  be  reversed  because  of  these  rotations. 
Family  Medicine  residents  are  also  rotating  to  eastern  Oregon  and  one  AHEC,  Cas- 
cades East,  has  developed,  in  cooperation  with  OHSU,  a  free-standing  Family  Medi- 
cine Residency  Program.  We  are  developing  rural  rotations  as  well  for  nurses,  nurse 
practitioners,  dental  students,  dental  hygienists,  and  physician's  assistants.  And  we 
hope  these  are  just  a  start.  Furthermore,  we  are  serving  the  established  rural 
health  care  providers  by  providing  educational  opportunities,  with  strong  tele- 
communication emphasis,  an  by  helping  ease  the  difficulties  involved  in  travel  to 
larger  medical  centers  when  hands  on  training  is  necessary.  I  believe  the  federal 
government  and  the  state  of  Oregon  can  be  extremely  proud  of  the  way  the  Oregon 
AHEC's  are  using  their  funds.  I  only  hope  that  additional  funding  can  be  secured 
when  federal  dollars  disappear. 

I  have  mentioned  some  of  the  successes  we  have  had  in  the  state  over  the  past 
several  years.  Because  of  them,  I  believe  the  rural  health  care  crisis  in  Oregon  is 
less  acute  than  it  would  have  otherwise  been.  Other  efforts  have  not  been  as  suc- 
cessful. Medicare  reform,  for  example,  has  been  a  failure.  No  single  practice  param- 
eter is  more  frustrating  to  deal  witn  or  difficult  to  impact  than  Medicare.  The  much- 
acclaimed  Resource-Based  Relative  Value  Scale  has  been  ineffective  in  improving 
the  undervaluation  of  rural  health  care  services.  The  reason  is  simple,  it  was  not 
funded.  Policy  makers  were  correct  in  their  fear  that  a  budget-neutral  implementa- 
tion would  provide  fruitless  in  correcting  the  rural-urban  and  primary  care-second- 
ary/tertiary care  differentials.  Any  gains  primary  care  providers  made  under  the 
system  have  been  offset  by  reductions  imposed  by  budget-neutrality. 

At  the  same  time.  Medicare  "hassles"  have  only  gotten  worse.  "Hassle  factors"  are 
something  everyone  talks  about  yet,  like  pornography,  they  are  easily  recognized 
but  difficult  to  define.  For  this  reason,  I  have  included  two  examples  of  "hassle  far- 
tors"  in  this  testimony.  Exhibit  A,  Page  1  is  an  example  of  one  of  over  400  Medicare 
claims  from  my  office  which  were  rejected  by  our  Medicare  intermediary  during  the 
month  of  January.  This  exhibit  is  identical  to  the  claims  we  have  been  submitting 
for  the  past  several  years.  Exhibit  A,  Page  2  is  an  example  of  the  same  claim  which 
was  accepted  by  our  intermediary.  Can  you  spot  the  difference?  The  change  required 
multiple  calls  to  our  sofl;ware  supplier,  purchase  of  an  upgrade,  and  hours  and 
hours  of  time  spent  by  our  billing  clerk  to  re-submit  the  claims.  What  a  "hassle", 
indeed. 

Exhibit  B  is  a  list  of  my  office  fees  that  I  have  charged  over  the  past  13  years 
for  three  commonly  administered  medications  given  by  injection.  Notice  the  amount 
Medicare  has  suddenly  decided  to  allow  for  each  starting  in  1994.  These  amounts 
obviously  do  not  even  cover  my  costs  for  the  drug,  the  syringe,  and  my  nurse's  time 
spent  administering  the  medication.  There  is  no  reason  for  this  fiasco  except  admin- 
istrative ruling.  Although  my  patients  are  happy  to  pay  the  usual  fee,  I  cannot  ac- 


cept  payment  exceeding  the  limiting  charge  or  I  am  subject  to  fines  and/or  imprison- 
ment. I  would  be  grateful  to  hear  of  any  solution  that  anyone  may  have  to  this  pre- 
dicament. 

These  are  just  two  examples  of  the  increasingly  irritating  hassle  factor  issue. 
All  providers  need  relief  and  we  need  it  now.  (By  the  way,  the  difference,  in  case 
you  haven't  found  it,  between  Exhibit  A,  Page  1  and  Exhibit  A,  Page  2  can  be  found 
in  Box  31.) 

Another  program,  albeit  a  private  one,  that  is  adversely  affecting  rural  health 
care  delivery  is  the  Joint  Commission  on  Accreditation  of  Healthcare  Organizations. 
Although  we  can  all  agree  that  JCAHO's  mission  of  assuring  quality  hospital  care 
is  legitimate,  the  methods  the  Commission  uses  to  achieve  its  goals  creates  unneces- 
sary hardships  on  rural  hospitals  and  their  physicians.  The  Commission  requires 
the  same  process  for  all  hospitals,  large  and  small.  It  is  reminiscent  of  the  Clean 
Water  Drinking  Act  which  has  impacted  the  mountain  sources  of  Baker  City's  water 
supply  in  the  same  manner  as  it  did  New  Orleans  and  the  Mississijppi  River.  A  hos- 
pital having  300  physicians  on  staff  will  clearly  be  less  adversely  affected  by  JCAHO 
than  one  with  15  physicians.  The  amount  of  time  my  hospital  expects  me  to  give 
for  JCAHO  committee  work  is  impossible  to  meet  if  I  intend  to  continue  my  medical 
practice.  We  in  rural  health  are  dedicated  to  quality  health  care,  we  deliver  quality 
health  care,  and  we  want  to  engage  in  quality  assurance.  But  we  must  demand  an 
opportunity  to  develop  a  more  flexible  system  that  will  not  put  such  unnecessary 
burdens  on  our  hospital  staff.  The  role  of  the  federal  government  in  resolving  this 
issue  is  not  clear  but  because  Medicare  and  Medicaid  reimbursement  are  directly 
related  to  JCAHO  accreditation.  Congress  must  at  least  consider  itself  a  player. 

Finally,  I  must  admit  that  I  am  not  a  proponent  of  the  National  Health  Services 
Corps.  Although  the  Corps  have  been  able  to  place  rural  health  care  providers  in 
underserved  areas  for  brief  periods  of  time,  these  placements  are  almost  always 
temporary  and  upon  completion  of  a  provider's  service,  communities  find  themselves 
right  back  where  they  started.  Policy  makers  must  look  as  well  to  the  longterrn.  Ef- 
forts designed  to  impact  health  care  students,  beginning  in  High  School,  will  be 
much  more  successful  in  placing  providers  permanently.  I  am  convinced  that  similar 
loan  forgiveness  programs  provided  to  these  individuals  will  benefit  underserved 
areas  far  greater  than  the  Corps  can.  If  the  Corps  is  allowed  to  continue,  it  must 
start  to  work  with  rural  communities  to  help  them  attract  providers  on  a  permanent 
basis. 

These  are  just  a  few  examples  of  some  well-intentioned  interventions  that  have 
gone  somewhat  awry. 

I  have  attempted  to  briefly  discuss  what  is  and  what  is  not  working  to  improve 
rural  health  care  across  this  state.  I  would  like  to  now  turn  my  attention  to  what 
might  work.  Health  care  reform  is  the  talk  of  the  town,  both  in  Salem  and  in  Wash- 
ington. The  Oregon  Health  Plan  is  considered  to  be,  by  most  Oregon  physicians,  an 
exciting  approacn  to  a  serious  problem.  By  virtue  of  its  design  by  a  provider  archi- 
tect, its  solicitation  of  public  values,  its  solicitation  of  provider  input,  and  its  biparti- 
san support  of  explicit  cost  control,  the  OHP  represents  a  valid  health  care  reform 
approacn  that  has,  appropriately,  been  given  a  chance  to  succeed.  I  have  concerns 
regarding  the  rationing  approach  the  Plan  uses.  Yet,  because  there  is  no  question 
in  my  mind  that  society  cannot  afford  to  provide  all  the  health  care  available  to  all 
of  those  who  cannot  pay  for  it,  I  believe  we  must  accept  that  there  are  limitations 
in  our  resources  and  admit  that  some  form  of  rationing  is  required. 

One  of  my  concerns  of  the  Clinton  plan  is  its  refusal  to  acknowledge  these  limita- 
tions. In  addition,  the  Clinton  plan's  lack  of  provider  involvement,  its  lack  of  empha- 
sis on  patient  responsibilities,  its  lack  of  meaningful  tort  reform,  and  its  inattention 
to  anti-trust  issues  (which  will  develop  because  of  managed  care)  all  frighten  me. 
Furthermore,  I  have  already  made  my  feelings  on  price  controls  clear.  Let  us  de- 
velop a  national  health  care  program  which  corrects  these  Clinton  plan  deficiencies. 

Managed  care  will  work  in  rural  Oregon,  although  not  in  the  way  it  works  in  met- 
ropolitan areas.  Obviously,  the  lack  of  adequate  numbers  of  providers  in  rural  areas 
will  prevent  managed  care  from  controlling  costs  based  on  provider  competition. 
However,  I  believe  that  rural  health  care  in  this  state  is  already  more  cost-effective 
than  in  urban  areas  and  I  think  I  could  prove  it.  From  a  rural  health  care  policy 
standpoint,  though,  managed  care  can  help.  Managed  care  emphasizes  the  impor- 
tance of  primary  care,  the  exact  type  of  providers  rural  Oregon  has.  This  emphasis 
will  improve  reimbursement,  thus  positively  affecting  retention  of  providers;  and 
will  entice  more  students  into  the  primary  care  fields,  thus  improving  the  supply. 
Finally,  managed  care  puts  the  provider,  not  an  insurance  company,  in  charge  of 
case  management  decisions  and  allows  the  provider  to  manage  not  only  health  care 
delivery  but  also  health  care  demand.  Here  is  where  real  health  care  savings  can 
be  found. 


10 

In  summary,  national  health  care  must  preserve  what  is  working  best  with  our 
market-based  system,  help  correct  our  deficiencies,  and  improve  access  and  afford- 
Lastly  I  would  like  to  make  one  more  editorial  comment.  Rural  health  care  pro- 
viders are  similar  to  most  other  rural  residents.  We  live  here  for  quality  of  life  rea- 
sons not  because  we  could  not  find  work  elsewhere.  We  believe  we  provide  value 
to  our  communities.  I  believe  any  proposed  policy  affecting  rural  health  care  deliv- 
ery needs  to  ultimately  be  measured  against  this  final  benchmark,  i.e.,  does  the  pol- 
icy enhance  the  net  value  of  the  rural  provider?  If  it  does,  it  stands  a  better  than 
even  chance  of  being  successful.  If  not,  I  suggest  it  will  be  a  failure. 

Once  again,  I  very  much  appreciate  this  opportunity  to  discuss  rural  health  care 
needs  with  you.  I  would  be  happy  to  try  to  answer  any  questions  you  may  have  at 
the  hearing. 
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[EXHIBIT  B.] 


B-12  Estrogen  Testosterone 


1981  $1000  

1982  10.00     $10.00  

1983  1500  

1984 $1000 

1985  : 

1986  

1987  

1988  1000 

1989  12.00  

1990  12.00  

1991         12.00  15.00 

1992  15.00  

1993  15.00      15.00      15.00 

1994  1.21      1.15      1.37 

STATEMENT  OF  DAVID  M.  JONES,  PHYSICIAN  ASSISTANT,  GILLIAM 
COUNTY  MEDICAL  CENTER,  CONDON,  OR 

Senator  Hatfield.  Mr.  Jones. 

Mr.  Jones.  I  would  like  to  thank  you  for  the  opportunity  to  pro- 
vide some  testimony. 

I  work  in  a  small  clinic.  One  of  the  things  that  all  small  commu- 
nities face  is  how  to  keep  clinics  going.  Our  clinic,  the  people  of 
Condon  decided  in  1980  that  they  wanted  24-hour-a-day  health 
care.  They  elected  to  form  a  taxing  district.  It  was  the  first  health 
district  formed  in  the  United  States  to  support  a  clinic.  It's  been 
working  well  since.  We've  been  there  since  November  1980.'  We 
survived  Measure  5,  which  cut  into  our  support,  but  we're  starting 
to  see  more  problems  with  some  of  the  increasing  regulations. 

One,  the  second,  the  hassle  factor,  CLIA  regulations.  The  lab 
tests  that  we  are  required  to  do  as  a  certified  rural  health  clinic, 
we  used  to  be  able  to  provide  them  with  no  problem.  Now  we've 
had  to  purchase  a  used  machine  at  $4,000,  plus  pay  $1,500  or  more 
per  year  to  have  our  lab  certified  on  a  routine  basis.  That  adds  on 
cost  in  an  already  tight  budget. 

There  are  problems  that  our  patients  run  into,  with  managed 
care,  where  more  and  more  they  are  being  forced  to  either  use  a 
mail  order  pharmacy  or  pay  a  very  large  co-pay  if  they  use  our 
small,  regular  pharmacy. 

It's  fine  for  long-term  things,  but  for  short-term  episodic  prob- 
lems, they  need  to  have  that  local  pharmacy  available,  and  they're 
not  going  to  be  able  to  afford  it. 

I  would  like  to  second  Dr.  Hofmann's  comment  on  the  State  of 
Oregon  tax  credit.  It  has  made  a  big  financial  incentive  for  staying 
in  rural  areas.  A  lot  of  rural  practitioners,  like  our  practice,  if  you 
look  at  the  people  who  have  been  in  practice  the  number  of  years 
we  have,  our  salary  is  about  $20,000  less  than  our  urban  counter- 
parts. 

There  is  a  proposal  for  a  Federal  income  tax  credit.  But  the  way 
it  was  originally  proposed,  it's  only  for  new  providers.  What  that 
does  is  basically  gives  a  slap  in  the  face  to  those  of  us  who  have 
been  out  there  for  a  period  of  time.  It  says  that  we're  stuck  there 
because  we're  going  to  be  there,  maybe  love  of  people  or  something 

81-858  -  94  -  2 
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like  that.  It  says  that  our  contributions  aren't  as  important  as  new 
providers. 

However,  if  you  lose  your  old  providers,  the  new  ones  aren't 
going  to  come. 

There's  currently  a  program.  Medicare  gives  a  10-percent  bonus 
to  physicians  who  practice  in  underserved  areas.  It  would  also  be 
very  helpful  in  rural  areas  like  this  to  extend  that  to  physician  as- 
sistants and  nurse  practitioners  who  also  practice  in  those  areas. 

Our  population  in  our  town  is  over  25  percent  Medicare.  That 
could  be — give  a  good  financial  hedge  to  stay  afloat. 

In  any  of  the  reform  policies,  you  need  to  specify  which  providers 
will  be  reimbursed.  If  you  leave  an  opening,  if  you  leave  it  where 
the  physician's  assistant,  nurse  practitioners,  are  not  specifically 
listed  as  providers,  insurance  companies  have  the  option  of  not  re- 
imbursing them. 

And  when  we  first  moved  to  Condon,  one  company,  Blue  Cross, 
would  reimburse  us.  Blue  Shield  told  us  that,  no,  they  wouldn't  re- 
imburse us.  So  we  sent  a  letter  to  Blue  Shield  and  said,  this  is  a 
letter  we're  going  to  send  to  our  patients.  Your  insurance  company 
chooses  not  to  reimburse  us.  You  can  either  pay  for  it  out  of  your 
pocket,  drive  70  miles  for  care,  or  switch  insurance  companies. 
Blue  Shield  was  a  bit  upset  with  us,  and  threatened  us,  but  we  just 
sent  it  back,  said,  show  us  where  there's  an3rthing  untrue.  So  then 
they  elected  to  reimburse  us  at  50  percent  of  what  they  would  pay 
physicians. 

The  AHEC,  they  have  been  great.  They  have  given  us  equipment 
and  phone  lines  that  we  can  tie  into  computer  data  bases  for  the 
medical  data  bases.  That's  something  that  we  did  not  have  access 
to  that  has  just  been  really  super.  Oregon  Health  Sciences  has  an 
800  consult  line.  I  know  all  the  operators  on  a  first  name  basis. 
They  recognize  me  as  soon  as  I  speak,  because  I've  used  it  a  lot. 
It's  real  nice  to  have  that  there. 

We  mentioned  that  the  Clinton  plan,  or  Clinton  budget  shows  a 
decrease  in  training  funds,  but  everybody  agrees  that  we  need  in- 
creased numbers  of  primarily  care  providers.  If  we  cut  out  $18.9 
million  in  training  funds,  it's  going  to  be  hard  to  meet  that  need. 

As  a  P. A.,  I  very  much  appreciate  having  physicians  to  practice 
with,  because  I  don't  have  the  full  extent  of  their  training.  It's  nice 
to  be  able  to  call  them  and  ask  them  questions.  I  would  say  almost 
without  exception,  physicians  have  been  great  in  supporting  us.  I 
would  put  in  a  plug  and  say  that  P.A.'s  and  N.P.'s  are  cheaper  to 
train,  it  takes  2  years  rather  than  7  or  8  years.  We  need  a  good 
mix  of  both,  though,  because  if  I  don't  have  people  like  Dr. 
Hofmann  to  call,  I'm  in  trouble. 

The  last  thing  I  would  like  to  comment  on  is  for  all  the  planning 
that  goes  on,  as  you  read  them,  the  people  who  develop  them  have 
absolutely  no  concept  of  what  it's  like  to  live  out  here.  On  paper, 
a  managed  care  program  could  say  that  Condon  is  covered.  They 
don't  have  any  idea  that  it's  70  miles  to  the  nearest  internist. 
Forty-two  miles  to  the  nearest  family  physician.  You  take  a  small 
child  who's  gravely  ill  or  who  has  a  terrible  earache  and  have  to 
drive  that  distance  in  the  middle  of  the  night,  it's  really  very  dif- 
ficult. To  put  together  a  workable  plan  needs  a  concept  of  what  is 
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actually  available  and  how  far  people  have  to  travel.  Thank  you 
very  much. 

Senator  Hatfield.  Thank  you.  Mr.  Jones,  I  appreciate  very  much 
the  professional  group  that  you  represent.  I  was  exposed  to  the  im- 
portance of  nonphysician  providers  though  my  experience  in  the 
Navy  in  World  War  II  where  we  had  a  ship  of  365  men  and  37  offi- 
cers, and  we  had  only  one  physician.  I  would  say  that  probably  80 
to  85  percent  of  the  sick  bay  calls  were  handled  by  pharmacist 
mates  or  paramedics. 

Mr.  Jones.  Uh-huh. 

Senator  Hatfield.  Nonphysician  professionally  trained  people. 
And  when  we  launched  the  community  college  system  here  in  the 
State  when  I  was  Governor,  one  of  the  strong  points  we  made  in 
selling  that  program  was  the  opportunity  to  train  paraprofes- 
sionals,  whether  as  dental  assistants  or  whether  as  paramedics,  or 
as  engineers  or  other  paraprofessionals.  We  built  upon  the  real  re- 
markable record  of  the  University  of  Cincinnati,  which  is  sort  of 
the  fountainhead  of  the  paraprofessional  programs. 

I  think  now  that  you  have  provided  this  mid-level  service  in  the 
area  that  you  live,  it  is  fundamental  to  expand  that  to  a  lot  of  other 
areas  in  this  State. 

Let  me  tell  you  something  that  happened  in  our  hearing  in  Med- 
ford.  We  had  at  that  time  a  nurse  practitioner  from  north  Lake 
County,  and  she  was  describing  the  difficulty  that  she  had  in  estab- 
lishing an  acceptability  of  her  level  of  training  in  a  community  that 
had  relied  upon  physicians  when  they  had  lived  there  or  upon  trav- 
eling to  a  location  of  physicians. 

Have  you  had  that — you're  well-established,  I  know.  But  did  you 
have  that  difficulty  in  establishing  the  acceptability  factor  in  com- 
munity relationships? 

Mr.  Jones.  We  did.  And  what  usually  helps  us  overcome  it  is 
when  somebody  has  an  emergency  in  the  middle  of  the  night  and 
they  need  help. 

In  a  significant  number  of  cases,  what  that  does  is,  then  they 
will  come  back  for  routine  care.  We  still  have  a  number  who  want 
to  see  a  real  doctor.  They  still  use  us  for  emergencies.  It's  been 
easier,  in  all  honesty,  with  people  with  children,  because  they  use 
the  system  more.  And  over  time,  with  the  elderly,  because  they 
have  a  lot  more  ongoing  care. 

One  of  the  things  that  we  noted  when  we  moved  to  Condon,  prior 
to  our  arrival,  the  elderly  were  moving  out,  because  they  didn't 
have  health  care  available.  They  are  now  moving  back  in  and  are 
staying.  So  there  are  still — there  is  still  some  resistance,  but  not 
much.  It  really  has  improved.  It  probably  took  the  first  couple  of 
years  to  get  it  going. 

With  taxing  districts  in  this  State,  you  can  go  for  a  yearly  levy 
for  up  to  4  years,  then  you  have  to  go  for  a  tax  base.  Our  first  4 
years,  our  yearly  levies  passed  five-to-one.  Tax  bases  are  notori- 
ously harder  to  pass.  By  the  time  we  ran  that,  it  dropped  to  three- 
to-one.  But  it  was  still  a  very  substantial  margin.  And  we  see,  I 
would  guess,  probably  70  to  80  percent  of  the  population  in  town. 
The  rest  still  travel. 

We  can't  do  prenatal  care,  so  they  travel.  We  didn't  do  that  for 
malpractice  reasons.  It  would  jump  it  from  $4,200  a  year  for  two 
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of  us  to  slightly  over  $50,000.  So  that's  just  not  economically  fea- 
sible. 

Senator  Hatfield.  You  know,  I  often  decry  the  lack  of  our 
knowledge  of  our  history.  I  would  think  that  Condon  would  have 
been  the  most  adaptable  of  any  eastern  Oregon  community  to  ac- 
cept your  medical  services,  based  upon  the  very  interesting  histori- 
cal fact,  that  when  Willamette  University  had  the  medical  school, 
they  graduated  the  first  female,  Mary  Bowerman,  who  at  the  time, 
was  not  allowed  to  take  the  male  anatomy  course,  only  the  female 
anatomy  course,  and  various  other  sundry  things  of  that  day.  And 
after  she  graduated,  very  high  in  her  class,  what  was  the  family 
going  to  do  with  this  female  doctor?  Well,  the  D.A.  over  in  Condon 
was  her  brother,  older  brother.  Bill  Bowerman — Jay  Bowerman,  ex- 
cuse me.  Jay  Bowerman.  So  they  thought,  well,  they'll  send  her  to 
Condon,  OR,  to  practice  medicine,  because  her  brother  could  look 
after  her. 

Well,  you  can  imagine  what  happened  when  a  female  doctor 
walked  into  Condon,  OR,  in  1900.  I  mean,  she  was  just  nonaccept- 
able.  Except  for  the  day  when  their  county  physician,  the  only  doc- 
tor in  the  county,  was  down  in  Portland  at  a  conference,  and  an 
epidemic  of  diphtheria  broke  out  in  Condon,  OR,  and  believe  me, 
they  were  happy  to  see  a  female  doctor. 

And  from  that  time  on  she  was  highly  accepted,  became  a  very 
fine  success  story,  and  the  blazing  of  the  trail  for  female  doctors 
was  begun. 

I  only  mention  that  because  it  seems  to  me  the  continuity  of  that 
history  could  have  had  a  part  in  your  vintage,  because  they  had 
adapted  under  need  to  accepting  a  female  doctor. 

Mr.  Jones.  Right.  Well,  the  office  of  rural  health  was  quite  in- 
strumental. Condon  looked  for  a  physician  for  years.  They  had  a 
little  booklet  that  they  had  published.  They  had  a  National  Health 
Service  Corps  physician.  Then  a  National  Health  Corps  nurse  prac- 
titioner who  elected  to  try  to  go  independent. 

So  the  office  of  rural  health  did  a  lot  of  education.  They  had  some 
exposure  to  nurse  practitioners.  They  really  educated  us  as  to  what 
P.A.'s  and  N.P.'s  could  do.  The  community  bought  it.  It's  got  more 
support  over  the  years,  that's  for  sure. 

Senator  HATFIELD.  Well,  the  rest  of  that  story  is  that  that  D.A. 
became  the  Governor  of  Oregon,  Governor  Bowerman,  and  Mary 
Bowerman  became  Dr.  Mary  Purvine,  who  was  my  grandmother 
and  mother's  doctor,  and  whose  son.  Dr.  Ralph  Purvine,  was  my 
doctor.  So  much  for  history. 

Thank  you  very  much,  Mr.  Jones. 

[The  statement  follows:] 

Statement  of  David  M.  Jones 

I  appreciate  this  opportunity  to  submit  testimony  to  your  committee  regarding  the 
impact  of  health  care  reform  on  the  deUvery  of  health  care  in  rural  areas.  Although 
most  of  the  bills  that  have  been  introduced  have  provisions  affecting  rural  health, 
many  of  them  are  not  well  thought  through.  I  have  comments  on  several  aspects 
of  these  various  proposals. 

I  have  been  a  practicing  physician  assistant  in  Condon,  Oregon  (population  710) 
since  November,  1980.  We  are  a  small  community  (pop.  710)  located  in  north  central 
Oregon.  Our  closest  full-service  hospital  is  70  miles  away  (over  an  hour  by  ambu- 
lance in  good  weather).  In  1980,  the  people  of  Condon  decided  they  wanted  24-hour- 
a-day  health  care.  They  formed  a  taxing  district  to  help  support  the  clinic,  realizing 
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that  the  population  base  was  not  large  enough  to  support  a  free-standing  clinic.  The 
system  has  worked  well  for  many  years.  We  have  been  impacted  by  Measure  5, 
which  placed  a  limit  on  the  amount  of  property  taxes  that  could  be  levied,  but  have 
managed  to  survive  this.  However,  many  of  the  changes  being  implemented  under 
the  gmse  of  cost-saving  and  managed  care  have  begun  to  make  our  daily  practice 
hves  more  difficult.  Our  patients  are  finding  that  their  choice  of  providers  is  limited. 
Insurance  companies  are  beginning  to  restrict  where  our  patients  can  fill  their  pre- 
scriptions by  requiring  very  large  co-payments  when  prescriptions  are  filled  at  our 
small  local  pharmacy.  Our  local  pharmacy,  because  of  its  small  volume,  finds  it  dif- 
ficult to  participate  in  these  plans  and  still  remain  profitable  because  of  their  rel- 
atively low  reimbursement  rates.  Insurance  companies  often  make  changes  such  as 
this  one  requiring  use  of  participating  pharmacies  wdthout  any  real  concept  of  the 
distances  involved  that  our  patients  have  to  travel.  They  may  require  use  of  mail- 
order pharmacies  which  is  workable  for  long-term  medications  but  creates  a  problem 
when  one  is  dealing  with  an  acute  illness. 

There  have  been  proposals  to  implement  an  income  tax  credit  only  for  new  rural 
providers.  This  is  meant  as  an  incentive  to  attract  new  providers  to  rural/frontier 
areas.  On  the  surface  this  is  a  good  proposal,  but  it  only  addresses  a  portion  of  the 
problem.  I  served  on  the  State  of  Oregon  Rural  Health  Coordinating  Council  (advi- 
sory council  to  the  Oregon  Office  of  Rural  Health)  for  twelve  years.  The  problem  of 
placing  providers  in  rural  communities  has  always  had  two  facets,  recruitment  of 
new  providers  and  retention  of  existing  ones.  If  existing  providers  leave  an  area,  it 
makes  it  significantly  more  difficult  to  recruit  new  providers  to  the  area.  Allowing 
a  tax  credit  only  for  new  providers  really  denigrates  the  contribution  made  by  exist- 
ing providers.  It  says  that  their  contributions  are  not  critical,  the  only  critical  com- 
ponent is  the  recruitment  of  new  providers.  I  would  strongly  recommend  that  this 
tax  credit  be  extended  to  both  new  and  existing  providers  for  at  least  the  five-year 
period  recommended. 

There  is  a  current  Medicare  regulation  that  provides  a  10  percent  bonus  payment 
to  physicians  practicing  in  rural  communities.  This  again  is  a  good  regulation  on 
the  surface,  however,  it  ignores  the  fact  that  many  small  communities  cannot  sup- 
port a  physician,  but  instead  are  staffed  by  mid-level  practitioners,  such  as  nurse 
practitioners  (NP's)  and  physician  assistants  (PA's).  Small  rural  towns  often  have 
a  high  percentage  of  elderly  residents  who  are  covered  by  Medicare.  In  Condon  it 
is  over  25  percent  of  our  population.  Extending  the  10  percent  bonus  payment  to 
all  rural  providers  would  give  an  extra  financial  hedge  to  make  such  practices  via- 
ble. 

Many  of  the  proposed  bills  contain  provisions  to  improve  the  available  primary 
care  workforce  with  special  emphasis  on  physician  assistants.  Physician  assistants 
can  be  trained  significantly  more  rapidly  (two  years  versus  5  to  7  for  a  physician) 
and  therefore  less  expensively.  Physician  assistants  and  nurse  practitioners  are  both 
more  likely  than  physicians  to  practice  in  more  isolated  areas  (with  statistics  show- 
ing a  higher  percentage  of  PA's  than  any  other  provider).  It  would  therefore  make 
sense  from  both  the  economic  and  health  care  access  viewpoints  to  increase  funding 
for  these  programs.  The  Oregon  Legislature,  in  its  most  recent  session,  approved 
start-up  funding  for  a  PA  program  in  Oregon.  A  grant  proposal  has  been  submitted 
and  an  accreditation  site  visit  has  been  made  (with  a  favorable  recommendation). 
I  would  encourage  your  support  of  federal  funding  for  this  program.  Research  has 
shown  that  providers  tend  to  stay  in  the  state  in  which  they  train.  Health  care  ac- 
cess for  Oregonians  would  be  improved  by  such  a  program. 

Under  the  proposed  Clinton  plan,  essential  community  providers  would  be  reim- 
bursed regardless  of  whether  they  belong  to  health  alliances  or  not.  Many  providers 
in  small,  rural  areas  are  the  only  providers  in  their  areas  and  are,  by  definition, 
essential  providers.  However,  states  could  get  waivers  to  avoid  reimbursing  essen- 
tial community  providers  if  a  health  plan  can  demonstrate  that  it  could  deliver  simi- 
lar care.  It  is  easy  to  show  on  paper  that  care  is  being  provided  to  an  area,  but  when 
one  actually  visits  the  area  and  sees  the  distances  involved,  care  is  not  available 
in  any  practical  sense.  For  instance,  the  minimum  travel  required  for  residents  of 
Condon  to  get  care  with  a  physician  is  42  miles  for  family  practice,  70  miles  for 
other  specialist  care.  For  a  child  with  an  earache,  70  miles  of  hilly  road  can  be  sheer 
agony.  The  only  practical  care  in  this  case  is  locally  available  care. 

Another  area  that  has  had  a  significant  impact  on  the  delivery  of  patient  care  and 
the  cost  of  operating  a  practice  is  the  Clinical  Laboratory  Improvement  Act  of  1988 
(CLIA  '88).  This  regulation  started  out  as  a  well-intentioned  measure  to  correct 
some  problems  with  the  quality  of  pap  smear  results.  It  grew  into  an  unmanageable 
collection  of  regulations  that  dealt  with  any  laboratory  practice  done  in  any  physi- 
cian's office.  Many  of  the  decisions  in  it  made  little  practical  sense.  It  made  many 
tests  that  had  been  competently  done  prohibitively  expensive  to  do  in  the  average 
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office.  In  our  own  case,  we  are  certified  under  the  Rural  Health  Clinics  Act  (Public 
Law  95-210).  Under  this  act  we  are  required  by  Medicare  to  provide  a  specified  set 
of  laboratory  tests.  For  the  most  part  they  are  tests  we  would  want  to  do  anyway 
to  enable  us  to  provide  high  quality  patient  care.  However,  we  had  to  purchase  a 
$4,000  machine  to  do  blood  counts  where  we  had  previously  been  able  to  do  them 
with  a  microscope  and  slides.  We  also  have  to  spend  upwards  of  $1,500  annually 
on  licensing  and  proficiency  testing  to  maintain  our  certification  to  do  these  tests. 
Regulations  like  this  often  do  not  take  into  account  the  realities  of  everyday  practice 
in  rural  areas. 

Increasing  emphasis  is  being  placed  on  the  concept  of  a  "Health  Care  Team"  made 
up  of  physicians,  nurses,  PA's  and  other  allied  health  personnel.  For  this  concept 
to  work  effectively,  mid-level  providers  such  as  NP's  and  PA's  must  be  specifically 
listed  in  any  legislation  or  regulations  so  that  reimbursement  will  be  guaranteed  for 
the  medical  services  they  provide.  This  helps  insure  improved  access  to  care  in  all 
settings,  but  especially  in  more  remote  rural  and  frontier  areas. 

One  last  area  of  concern.  I  would  wholeheartedly  agree  that  we  need  to  do  some 
reform  and  planning  to  improve  access  to  care  for  the  37  million  Americans  who 
have  no  health  insurance.  I  do,  however,  have  concerns  about  the  planning  process. 
Most  of  these  plans  are  made  by  people  located  in  urban  centers.  They  have  never 
been  to  a  rural  area,  much  less  have  any  concept  about  what  is  feasible  to  accom- 
plish in  these  areas.  There  is  talk  of  developing  patient  care  guidelines  that  will 
eventually  become  the  standards  of  care.  If  these  are  developed  by  urban  based 
practitioners  who  have  the  full  array  of  technology  available,  the  end  result  will  be 
guidelines  that  no  rural  practitioner  can  hope  to  meet.  If  technology  is  in  existence, 
it  will  be  used.  It  is  critical  in  this  planning  process  that  practitioners  from  rural 
and  frontier  areas  be  involved  to  insure  that  tne  end  results  are  feasible  in  all  set- 
tings without  compromising  either  the  quality  of  patient  care  or  the  accessibility  to 
it. 

Thank  you  for  this  opportunity  to  provide  testimony.  If  you  need  further  informa- 
tion, please  feel  free  to  contact  me  or  Nicole  Gara  at  the  American  Academy  of  Phy- 
sician Assistants  (AAPA)  national  office  in  Alexandria,  Virginia,  703/836-2272. 

STATEMENT  OF  DENNIS  E.  BURKE,  CHIEF  EXECUTIVE  OFFICER,  GOOD 
SHEPHERD  COMMUNITY  HOSPITAL,  HERMISTON,  OR 

Senator  Hatfield.  Mr.  Burke. 

Mr.  Burke.  Senator  Hatfield,  thank  you  very  much  for  the  oppor- 
tunity to  be  here.  I've  never  testified  before  the  Appropriations 
Committee  before,  and  certainly  this  is  a  real  honor.  And  we  feel 
very  grateful  to  have  the  opportunity  from  a  rural  hospital  perspec- 
tive to  join  the  health  care  reform  debate. 

Good  Shepherd  Community  Hospital  is  a  small  rural  hospital. 
We  provide  general  medical  surgical  home  care,  emergency,  out- 
patient services  to  a  very  large  geographical  area,  although  the 
population  base  is  about  30,000  people. 

I  first  wanted  to  touch  on  some  of  the  positive  things  that  are 
happening  in  our  area 

Senator  Hatfield.  Good.  We  need  success  stories. 

Mr.  Burke  [continuing].  That  have  worked  to  improve  health 
care  locally.  The  availability  of  professional  education  for  local  pro- 
viders in  the  health  care  field  has  improved  significantly,  even  m 
the  5  years  that  I  have  been  in  the  Hermiston  area. 

At  Good  Shepherd  we  are  now  affiliated  with  nursing  training 
programs,  respiratory  therapy  training  program,  radiological  tech- 
nician training  programs,  and  soon  a  laboratory  technician  training 
program. 

Through  our  AHEC  program,  and  more  specifically,  the  North- 
east Oregon  Area  Health  Education  Center,  we  now  have  medical 
students  and  family  practice  residents  rotating  through  our  com- 
munities. Additionally  through  our  Ed-Net,  statewide  satellite  edu- 
cational link,  we  have  access  to  a  significantly  broader  array  of  con- 
tinuing education  for  health  care  professionals.  These  are  all  very 
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positive  steps  forward  that  have  assisted  us  in  reducing  shortages 
of  key  professional  personnel,  enhancing  their  professional  satisfac- 
tion and  their  desire  to  remain  in  practice  in  rural  areas. 

One  of  the  major  talking  points  of  the  American  Hospital  Asso- 
ciation and  national  health  care  debate  is  that  health  care  is  a  local 
matter. 

Over  the  past  several  years  the  Federal  Government  has  pro- 
duced considerable  legislation  pertaining  to  health  care,  most  of 
which  while  being  well  intentioned,  has  done  little  to  improve  the 
quality  of  health  care,  yet  it  has  raised  costs  considerably,  espe- 
cially in  rural  settings.  We  would  be  better  served  by  Federal  legis- 
lation that  allows  greater  latitude  for  local  control  at  the  State  or 
even  better  at  the  community  care  network  level. 

Clearly,  the  most  beneficial  changes  that  have  come  about  of  re- 
cent for  rural  hospitals  are  local  initiatives.  It  is  our  belief  that  the 
more  locally  that  health  care  could  be  governed,  including  regula- 
tion, structure,  financing,  and  the  latitude  to  determine  priorities, 
the  better  the  delivery  system  will  be.  Health  care  providers  need 
the  latitude  to  set  priorities  and  target  resources  to  the  health  care 
issues  that  they  face  locally  at  their  own  communities. 

The  Oregon  health  plan  is  an  excellent  step  in  the  direction  of 
providing  more  local  control  of  issues.  And  we  appreciate  your  sup- 
port in  obtaining  the  waiver  for  the  Oregon  health  plan.  We  in  Or- 
egon generally  and  in  rural  Oregon  specifically  will  benefit  greatly 
by  this  plan  in  achieving  close  to  universal  coverage  by  its  ultimate 
implementation  date.  We  will  provide  many  more  people  with  a 
dignified  access  point  into  the  health  care  system  and  reduce  cost 
shifting. 

I  couldn't  miss  the  opportunity  to  talk  a  little  bit  about  entitle- 
ment reimbursement,  as  well.  Health  care  reimbursement  needs  to 
include  a  structure  that  rewards  hospitals  for  efficient  behavior. 
Based  on  the  1992  American  Hospital  Association  data,  Oregon 
hospitals  are  some  of  the  most  efficient  hospitals  in  the  entire  Na- 
tion. We  have  an  average  length  of  stay  that  is  29  percent  less 
than  the  national  average.  We  are  an  average  of  $682  in  1992 
lower  than  the  national  average  in  adjusted  expenses  for  hospital 
admission. 

In  fact,  if  the  U.S.  average  hospital  expenditures  per  capita  had 
been  the  same  as  Oregon  in  1992,  the  Nation  would  have  saved 
over  $50  billion  of  its  $248  billion  in  hospital  expenditures  that 
year. 

Additionally,  Oregon  has  more  elderly  population  over  age  65 
than  the  national  average.  Yet  in  spite  of  the  cost  effectiveness 
shown,  Oregon  is  penalized  for  this  efficiency  by  reductions  in  re- 
imbursement. 

This  needs  to  be  changed.  You  ought  to  reward  efficient  provid- 
ers. 

As  talking  points  in  the  health  care  debate,  we  believe  that,  first, 
community  care  networks  allowing  local  control  over  the  organiza- 
tion, regulation,  delivery,  and  finance  of  health  care  should  be  a 
central  objective  of  any  national  health  care  plan. 

Second,  there  also  needs  to  be  a  continued  emphasize  on  assur- 
ing that  there  is  universal  coverage  and  access  for  everyone. 
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The  Oregon  health  plan  is  certainly  a  strong  model  which  moves 
in  that  direction,  and  there  are  others.  We  would  encourage  that 
any  plan  considered  embrace  universal  access  as  a  nonnegotiable 
point. 

Third,  health  care  needs  to  be  financed  fairly.  Adequate  re- 
sources must  be  provided  to  accomplish  what  we  as  health  care 
providers  are  expected  to  provide. 

And  fourth,  we  are  also  strongly  opposed  to  Government  price 
controls.  Price  controls  do  not  take  into  account  people's  actual 
health  care  needs.  Micromanagement  at  the  provider  level,  without 
thought  to  regulations,  technologies,  cost  of  resources  and  organiza- 
tion of  the  health  care  system,  will  not  solve  any  health  care  prob- 
lems. 

Furthermore,  cutting  reimbursement  of  governmental  entitle- 
ment programs  makes  it  harder  to  deliver  care  to  those  who  need 
it  most.  As  a  rural  hospital,  Good  Shepherd  Community  Hospital 
appreciates  an  opportunity  to  play  a  role  in  the  national  health 
care  debate,  we  look  forward  to  actively  supporting  reform  initia- 
tives that  provide  for  better  quality  health  care  plus  access  for  all 
citizens  an  fair  compensation  for  providers.  We  remain  ready  and 
committed  to  do  our  part  to  build  National,  State  or  local  health 
plans  that  meet  these  criterias  as  expeditiously  as  possible. 

Senator  Hatfield.  Thank  you,  Mr.  Burke.  In  your  testimony  you 
mentioned  about  health  care  being  a  local  matter,  and  I  agree  with 
you  on  that,  and  you  indicated  further  that  you  have  benefited,  the 
hospital  has  benefited  from  local  initiatives. 

Mr.  Burke.  Yes. 

Senator  Hatfield.  Can  you  give  us  an  example  or  two  of  local 
initiatives. 

Mr.  Burke.  I  was  specifically  referring  to  the  Oregon  health 
plan. 

Senator  Hatfield.  I  see. 

Mr.  Burke.  At  least  on  a  State  level.  One  of  the  best  things 
that's  come  about  is  actually  a  waiver  from  the  Federal  level,  al- 
lowing States  to  have  a  little  opportunity  to  become  the  experi- 
mental laboratories  for  initiative,  or  health  care  reform  in  a  much 
more — in  an  environment  that  allows  a  little  more  give  and  take 
and  fine  tuning. 

Senator  Hatfield.  So  it  was  in  the  formulation  of  that  in  which 
you  identified  the  local  initiative? 

Mr.  Burke.  Correct. 

[The  statement  follows:] 

Statement  of  Dennis  E.  Burke 

I  want  to  express  my  appreciation  at  being  invited  to  testify  on  rural  health  care 
issues  at  the  Field  Hearing  of  the  Appropriations  Committee  of  the  United  States 
Senate  in  Pendleton,  Oregon  on  Tuesday,  April  5,  1994. 

As  requested,  this  written  testimony  is  submitted  in  advance.  The  oral  testimony 
presented  will  be  a  synopsis  of  this  information. 

It  is  a  pleasure  to  have  the  opportunity  to  provide  our  perspective  in  the  Health 
Care  Reform  debate,  and  I  want  to  begin  by  expressing  my  appreciation  to  you,  Sen- 
ator Hatfield,  for  your  endorsement  and  support  of  issues  that  have  benefitted  the 
provision  of  rural  health  care  in  the  State  of  Oregon  and  throughout  the  Nation. 
Much  has  been  done  to  improve  the  quality  of  rural  health  care  in  the  United 
States,  but  there  is  still  a  lot  that  needs  to  be  done.  I  want  to  first  touch  on  some 
of  the  positive  things  that  are  happening  in  our  area  that  have  worked  in  combina- 
tion to  improve,  from  our  perspective,  health  care  locally.  The  availability  of  profes- 
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sional  education  for  local  people  in  the  health  care  field  has  improved  significantly. 
At  Good  Shepherd,  we  are  affiliated  with  nursing  programs  (specifically  through 
Blue  Mountain  Community  College),  Respiratory  Therapy  programs,  Radiological 
Technicians,  and  soon  Laboratory  Technician  training  programs.  Through  our 
AHEC  program,  and  more  specifically  the  Northeast  Oregon  Area  Health  Education 
Center  (NEOAHEC),  we  now  have  Medical  Students  and  Family  Practice  Residents 
rotating  through  our  communities,  providing  a  superb  educational  experience,  pro- 
fessorship for  our  physicians,  and  hopefully  a  new  attitude  for  trainees  on  the  bene- 
fits of  rural  practice.  Additionally,  through  our  Ed-Net  state-wide  satellite  edu- 
cational link,  we  have  access  to  a  significantly  broader  array  of  continuing  education 
for  health  care  professionals.  These  are  all  very  positive  steps  forward  that  have  as- 
sisted us  in  reducing  shortages  of  key  professional  personnel,  enhanced  their  profes- 
sional satisfaction,  and  their  desire  to  remain  and  practice  in  rural  areas. 

One  of  the  major  talking  points  of  the  American  Hospital  Association  is  that 
health  care  is  a  local  matter.  Clearly,  the  most  beneficial  changes  that  have  come 
about  of  recent  for  rural  hospitals  in  the  state  of  Oregon,  and  Good  Shepherd  in  par- 
ticular, are  local  initiatives.  It  is  our  belief  that  the  more  locally  that  health  care 
can  be  governed  (including  regulations,  structure,  financing,  and  the  latitude  to  de- 
termine priorities),  the  better  the  delivery  system  will  be.  In  the  last  few  years,  at 
the  Federal  level  we  have  had  the  Active  Labor  and  Medical  Treatment  Act,  The 
Medical  Devices  Safety  Act,  the  Americans  With  Disabilities  Act,  CLIA  (Clinical 
Laboratory  Improvement  Act),  multiple  new  department  of  environmented  DEQ 
quality  standards,  and  the  Patient  Self-Determination  Act.  Seemingly,  every  rec- 
ommendation by  the  Center  for  Disease  Control  immediately  turned  into  law  by  the 
Occupational  Health  and  Safety  Agency.  We  have  also  had  the  National  Practitioner 
Data  Bank,  Stark  I  and  II,  and  the  list  goes  on  and  on.  The  cost  of  implementing 
these  rules  and  regulations  coming  from  the  Federal  level  is  enormous,  especially 
for  rural  health  care.  It  impacts  all  the  way  from  Administration  down  to  every  hos- 
pital department,  and  is  extremely  difficult  to  quantify  the  additional  supplies,  man- 
power, and  the  cost  of  turning  our  attention  from  our  primary  responsibility — which 
IS  treating  patients.  Even  more  difficult  to  quantify  are  the  benefits  of  this  steady 
stream  of  legislation. 

If  I  could  request  anything,  it  would  be  a  moratorium  on  Federal  legislation  fol- 
lowed by  a  comprehensive  cost  effectiveness  review.  The  majority  of  the  types  of  leg- 
islation that  have  been  mentioned,  carry  a  strong  implication  that  local  communities 
do  not  understand  the  issues,  wouldn't  otherwise  self-regulate,  nor  do  they  know 
how  to  prioritize  what  is  important  in  addressing  the  health  care  issues  that  they 
face  locally  in  their  own  communities.  This  needs  to  change.  We  do  not  face  the 
same  diseases  or  issues  as  a  downtown  New  York  hospital,  and  yet  the  "one  glove 
fits  all"  regulatory  approach  that  the  Federal  Government  has  taken,  in  many  in- 
stances diverts  and  consumes  resources  that  could  best  be  prioritized  in  a  different 
manner  to  best  match  local  needs. 

The  Oregon  Health  Plan  is  an  excellent  step  in  the  direction  of  providing  a  more 
local  control  of  issues,  and  we  appreciate  your  (as  well  as  the  rest  of  our  Oregon 
congressional  delegation's)  support  in  obtaining  the  waiver  for  the  Oregon  Health 
Plan.  Although  the  Plan  would  have  been  much  better  had  the  Federal  Government 
left  it  fully  in  tact,  still  it's  one  of  the  best  actions  taken  at  a  state  level  and  waived 
at  the  Federal  level  of  recent  in  our  opinion.  We  in  Oregon  generally,  and  in  rural 
Oregon  specifically,  will  benefit  greatly  by  this  Plan  in  achieving  close  to  universal 
coverage  by  its  ultimate  implementation  date.  It  will  provide  many  more  people 
with  a  dignified  access  point  into  the  health  care  system,  and  reduce  cost  shifting. 
This  should  positively  impact  the  dollar  expenditures  borne  by  individuals  and  orga- 
nizations that  provide  health  care  coverage  to  their  employees. 

Reimbursement  needs  to  include  a  structure  that  rewards  hospitals  for  efficient 
behavior.  Based  on  1992  data  submitted  with  this  testimony,  Oregon  hospitals  are 
some  of  the  most  efficient  hospitals  in  the  entire  nation.  We  have  an  average  length 
of  stay  that  is  29  percent  less  than  national  average — we  are  first  in  the  nation. 
We  are  49th  among  51  states  in  inpatient  days  per  thousand;  36th  in  adjusted  ex- 
penses per  hospital  admission,  or  an  average  of  $682  lower  than  the  national  aver- 
age; and  we  rank  42nd  in  the  nation  in  expenses  per  capita,  21  percent  below  the 
national  average.  If  the  U.S.  average  hospital  expenditures  per  capita  had  been  the 
same  as  Oregon's  in  1992,  the  nation  would  have  saved  over  $50  billion  of  its  $248 
billion  in  hospital  expenditures  that  year.  Additionally,  Oregon  has  more  elderly 
population  over  age  65  than  the  national  average.  Yet  in  spite  of  the  cost  effective- 
ness shown,  Oregon  is  penalized  for  this  efficiency  by  reductions  in  our  reimburse- 
ment. This  needs  to  be  changed.  Level  the  playing  field,  reward  the  efficient  provid- 
ers. 

As  talking  points  in  health  care  debate,  let  me  again  re-emphasize  that: 


22 

One,  community  care  networks  allowing  as  much  local  control  over  the  organiza- 
tion, regulation,  delivery,  and  finance  of  health  care,  should  be  a  central  objective 
in  any  national  health  care  plan. 

Two,  there  also  needs  to  be  a  continued  emphasis  on  assuring  that  there  is  uni- 
versal coverage  and  access  for  everyone.  The  Oregon  Health  Plan  is  certainly  a 
strong  model  which  moves  in  that  direction,  there  are  others.  We  would  encourage 
that  any  plan  considered,  embrace  universal  access  as  a  non-negotiable  point. 

Three,  health  care  needs  to  be  financed  fairly.  Adequate  resources  must  be  pro- 
vided to  accomplish  what  we,  as  health  care  providers,  are  expected  to  provide.  For 
far  too  long,  new  requirements  are  imposed  at  the  Federal  level  (as  well  as  State 
level),  without  any  thought  to  the  commensurate  increase  in  expenses  that  the  regu- 
lations drive.  This  practice  must  discontinue  and  be  replaced  with  one  that  carefully 
looks  at  the  resource  implication  of  any  new  requirements  and  provides  adequate 
resources  to  implement  new  or  additional  expectations. 

Four,  we  are  also  strongly  opposed  to  government  price  controls.  Price  controls  do 
not  take  into  account  people's  actual  health  care  needs.  Micro-management  at  the 
price  control  level  (without  thought  as  to  the  regulations,  technologies,  cost  of  re- 
sources, and  organization  of  health  care  system)  will  not  solve  any  health  care  prob- 
lems. Furthermore,  cutting  reimbursement  of  governmental  entitlement  programs 
makes  it  harder  to  deliver  care  to  those  who  need  it  most. 

As  a  rural  hospital.  Good  Shepherd  Community  Hospital  appreciates  an  oppor- 
tunity to  play  a  role  in  the  National  Health  Care  Debate,  and  we  look  forward  to 
actively  supporting  reform  initiatives  that  provides  for  better  quality  health  care, 
enhanced  access  for  all  citizens,  and  fair  compensation  for  providers.  We  remain 
ready  and  committed  to  do  our  part  to  build  national,  state,  or  local  health  plans 
that  meet  these  criteria  as  expeditiously  as  possible. 

Thank  you. 


Hospital  Costs  and  Utilization,  1992  Data— Oregon  Compared  With  the  Rest 

OF  THE  U.S.  (D.C.  Included) 

Oregon  has  the  nation's  14th  highest  percentage  of  population  over  age  65.  Or- 
egon's 13.77  percent  compares  with  12.66  percent  nationally,  and  10.89  percent  in 
the  13  western  states  (AHA  Regions  8  and  9). 

Increasing  Washington's  percentage  of  population  over  65  from  its  11.68  percent 
to  Oregon's  level  would  add  107,000  elderly  to  its  population.  Increasing  California's 
over-65  population  from  its  10.52  percent  to  Oregon's  level  would  add  more  than  one 
million  elderly  to  that  state's  population. 

The  over-65  population  consumes  healthcare  resources  at  a  far  higher  rate  than 
the  under-65  population.  In  Oregon,  for  example,  the  over-65  population  has  3.5 
times  as  many  hospital  admissions  per  1,000  population  as  does  the  under-65  popu- 
lation and  five  times  as  many  patient  days. 

Despite  Oregon's  relatively  high  percentage  of  population  over  age  65  and  despite 
the  higher  healthcare  utilization  and  costs  associated  therewith,  Oregon  ranks  far 
down  the  list  in  terms  of  inpatient  hospital  utilization  and  healthcare  costs.  For  ex- 
ample: 
-—Oregon  has  the  shortest  average  length  of  hospital  stay  in  the  nation.  At  5.05 
days,  our  length  of  stay  is  29  percent  less  than  the  7.12-day  national  average. 
— Oregon  ranks  49th  among  the  51  states  (D.C.  included)  in  hospital  inpatient 
days  per  thousand.  Oregon's  502.4  days  per  1,000  is  42  percent  lower  than  the 
866.6  national  average.  Only  Utah  (with  its  8.83  percent  over-65  population) 
and  Alaska  (with  a  4.09  percent  over-65  population)  have  lower  rates  of  inpa- 
tient utilization. 
— Oregon  ranks  36th  in  adjusted  expenses  per  hospital  admission — $682  lower 
than  the  national  average.  This  compares  with  Oregon's  ranking  of  26th  in 
1988,  $374  below  the  national  average. 
— Oregon  ranks  42nd  in  hospital  expenses  per  capita,  21  percent  below  the  na- 
tional average.  In  1988,  we  ranked  34th,  17.2  percent  less  than  the  national  av- 
erage. 
Many  recognize  that  Oregon  has  become  one  of  the  nation's  leaders  in  restructur- 
ing its  healthcare  delivery  system,  reducing  unnecessary  hospital  utilization  and  re- 
training costs.  If  we  use  Oregon's  hospital  utilization  and  cost  experience  as  a  model 
for  the  nation,  much  could  be  accomplished.  For  example: 
— If  the  U.S.  average  number  of  hospital  admissions  per  1,000  population  had 
been  as  low  as  Oregon's  in  1992,  there  would  have  been  5.5  million  fewer  hos- 
pital admissions  nationwide  that  year. 
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— If  the  1992  national  average  length  of  hospital  stay  of  7.12  days  could  have  been 
reduced  to  Oregon's  5.05  days,  over  million  days  of  hospitalization  could  have 
been  eliminated. 
— If  the  U.S.  average  hospital  expenditures  per  capita  had  been  the  same  as  Or- 
egon's in  1992,  the  nation  would  have  saved  over  $50  billion  of  its  $248  billion 
in  hospital  expenditures  that  year. 
All  this  could  have  been  accomplished  despite  the  fact  that  applying  Oregon's 
13.77  percent  of  population  over  age  65  to  the  U.S.  population  would  have  increased 
the  nation's  elderly  by  over  2.8  million. 

STATEMENT  OF  SYLVIA  ARROYO,  ADMINISTRATOR,  FAMILY  MEDICAL 
CENTER,  YAKIMA  VALLEY  FARMWORKERS  CLINIC  (WALLA 
WALLA,  WA)  AND  HERMISTON  COMMUNITY  HEALTH  CLINIC 

Senator  Hatfield.  Ms.  Arroyo? 

Ms.  Arroyo.  Thank  you,  Senator  Hatfield,  for  inviting  me  to  tes- 
tify. Today  is  the  first  time  that  I  have  testified  before  your  com- 
mittee, so  bear  with  me. 

Senator  Hatfield.  Well,  it's  an  honor  for  us  to  be  the  first. 

Ms.  Arroyo.  Thank  you.  As  I  give  my  testimony,  we  are  a  com- 
munity health  center,  and  we  strongly  support  the  health  centers 
across  the  nation.  We  think  that  this  is  a  way  to  provide  care  to 
43  million  Americans  that  right  now  are  underserved. 

We  have  experienced  for  the  last  several  years,  the  most  struggle 
of  conditions,  we  survive,  how  we  provide  care  that  all  these  people 
need,  because  expanding  ability  and  having  insurance  card  does 
not  guaranty  you  access  to  the  care,  if  you  do  not  have  a  provider 
that  is  going  to  see  you.  So  we  can  have  all  the  delivery  cards,  they 
can  be  beautiful  colors,  but  that  doesn't  guaranty  that  a  doctor  is 
going  to  see  you.  So  that  is  what  we  need  to  change. 

I  think  that  the  health  care,  we  also  provide  access  to  all  the  pa- 
tients and  we  contain  the  rising  cost  of  care  in  this  industry.  Our 
community  health  center  in  Hermiston,  we  are  trying  to  provide 
the  best  care  possible  that  we  know  the  community  needs.  More 
like  any  other  small  community  in  Oregon,  we  always  struggle 
with  the  constant  recruitment  and  retention  of  physicians. 

It  is  not  only  money  that  improve  the  care  and  accessibility  of 
physicians.  There  is  other  things  for  small  communities.  Like  they 
feel  they  are  going  to  be  isolated  for  health  professional  ties  that 
they  have. 

That's  why  the  AHEC  program  that  eastern  Oregon  is  great,  as 
an  incentive  that  we  use  to  attract  physicians  to  our  site.  So  money 
is  not  always  the  issue.  Families,  schools,  recreational  activities,  all 
that  count. 

This  day  I  encourage  the  Nation  to  establish  health  programs. 
The  rural  health  professional  incentives  like  tax  credits  and  loan 
repayment  programs  helps  a  lot.  What  I  think  it  expanded  not  only 
to  physicians  but  including  nurse  practitioners,  midwives,  medical 
technologists,  nurses,  dentists,  case  managers,  and  nutritionists, 
because  that  is  one  of  the  things  that  we  lack  in  our  community. 

The  value  that  we  have  in  local  communities  is  the  lack  of  spe- 
cialty people,  primary  care  physicians  need  to  refer  to  internal 
medicines.  They  are  not  available.  I  would  like  that  the  Oregon 
Health  Science  University  expand  and  have  maybe  once  a  month 
a  clinic  with  specialty  people  so  that  patients  in  Hermiston  don't 
have  to  travel  all  the  way  to  Portland  for  a  consultation.  That 
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would  be  very  nice,  if  we  can  improve  that  through  the  family  prac- 
tice residence  program. 

As  Mr.  David  Jones  says,  the  Medicare  program  is  one  of  our 
problems  right  now.  And  I  think  that  it  should  be  amended.  Even 
if  a  practitioner  refers  a  patient  to  a  specialist,  the  Medicare  pro- 
gram will  not  want  to  pay  for  those  consultations,  because  they  say 
nurse  practitioners  cannot  refer  them,  it  has  to  be  an  M.D. 

So  in  small  rural  communities,  we  are  the  only  providers  you 
have,  nurse  practitioners.  As  you  know,  in  Oregon  State,  the  senior 
population  is  getting  up  high  there,  it  is  very  difficult  to  provide 
community  primary  care. 

I  would  like  the  health  care  reform  to  guaranty  me  and  my  fam- 
ily the  peace  of  mind  that  we  will  never  lose  coverage.  That  doesn't 
matter  where  we  are.  If  we  are  working  in  a  small  community  or 
in  a  big  city  or  a  big  town,  we  would  continue;  if  we  are  young  or 
older  or  whatever.  We  need  more  than  an  insurance  card.  We  need 
a  place  to  go,  that  will  work  to  keep  us  health.  We  need  more 
health  centers. 

Senator  Hatfield.  Thank  you  very  much.  Ms.  Arroyo,  as  you 
may  know,  I  have  been  very  much  involved  for  many  years  in  the 
migrant  and  community  health  centers.  In  fact,  I  am  proud  to  say 
that  back  in  the  1960's,  we  adopted  the  first  migratory  labor  legis- 
lation of  any  State  representing  your  interest  and  concern. 

I  have  just  reviewed,  again,  a  page  from  the  President's  budget 
for  1995,  and  I  want  to  read  this  to  you  because  I  think  we  have 
to  mobilize  a  lot  of  support  to  restore  some  of  this  funding.  But  we 
have  community  health  centers  at  no  increase  from  1994  to  1995. 
That  means  we're  going  backwards  because  it  doesn't  take  into  con- 
sideration inflation. 

Ms.  Arroyo.  You're  right. 

Senator  Hatfield.  Migrant  health  centers,  again,  no  change  be- 
tween 1994  and  1995.  Now,  I  know  there  are  national  organiza- 
tions representing  and  advocating  the  cause  of  migrant  laborers, 
and  I  would  urge  that  you,  representing  our  State  here,  and  the 
State  of  Washington  crank  into  that. 

By  the  way,  the  budget  request  for  physician  assistant  programs 
is  zilch,  it's  excised  for  1995.  And  we're  going  to  struggle  to  put 
these  back  into  the  budget  as  priorities.  But  we  need  a  composite 
of  political  support  across  this  country.  The  committee  is  made  up 
of  29  members.  I'm  only  one  of  29.  And,  therefore,  you  know  you 
have  to  get  15  votes  to  pass  any  change  in  an3^hing.  So  I  need  an- 
other 14  votes. 

Ms.  Arroyo.  If  you  look  at  the  history  of  community  migrant 
health  centers,  they  are  providing  services  for  millions  of  Ameri- 
cans and  they  are  really  cost  effective.  We  don't  provide  primary 
care.  That's  what  saves  moneys. 

Senator  Hatfield.  Have  you  had  a  chance  to  observe  the  mobile 
clinic  facility  that  began  a  few  years  ago?  John  Ramig  and  other 
people  in  the  State  here,  had  proposed  that  Northwest  medical 
teams  be  provided  with  a  mobile  lounge.  We  got  additional  funding, 
in  the  appropriation  bill,  an  earmark,  for  outreach  initiatives,  such 
as,  mobile  clinics. 

I  believe  we  bought  two  of  them.  I  visited  one  as  it  came  into 
Hillsboro  to  a  migratory  labor  camp  there.  And  these  are  volunteer 
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physicians  that  come  aboard  and  they  provide  care  there  on  the 
scene. 

My  question  is,  in  these  hard  to  reach  places,  what  have  you 
found  to  be  the  most  efficient  mechanism  to  get  that  care  to  those 
migrant  workers. 

Ms.  Arroyo.  I  think  the  most  efficient  way  to  organize  clinics, 
once  a  month  or  something  like  that,  but  you're  always  going  to 
have  patients  that  are  going  to  need  continuity  of  care  that  need 
to  be  referred  to  someplace,  either  can  connect  with  in  that  commu- 
nity, a  private  doctor,  or  maybe  another  community  migrant  health 
center  close  by  to  followup.  I  think  these  mobile  units  have  been 
great  and  they  are  very  successful,  especially.  And  they  are  doing 
a  very  good  job. 

Senator  Hatfield.  You  mention  in  your  testimony  that  you  have 
felt  that  there  had  to  be  some  viewing  of  the  need  to  get  patients 
better  access  to  specialists. 

Ms.  Arroyo.  Yes. 

Senator  Hatfield.  And  the  possibility  of  coordinating  that 
through  the  Oregon  Health  University  family  practice  center  pro- 
gram. 

Have  you  had  an  opportunity  to  discuss  this  idea  with  officials 
of  the  Oregon  Health  Science  University? 

Ms.  Arroyo.  Yes.  We  are  working  on  that. 

Senator  Hatfield.  And  is  that  a  good  communication? 

Ms.  Arroyo.  Yes. 

Senator  Hatfield.  Good.  Have  you  had  any  opportunity  to  use 
the  Ed-Net  educational  network  system  to  get  to  some  of  this  addi- 
tional care? 

Ms.  Arroyo.  None  of  my  providers  in  the  community.  We  are 
using  it  for  training,  especially  with  the  Oregon  health  plan. 

Senator  Hatfield.  Well,  thank  you  very  much.  You  have  made 
a  great  contribution  here. 

[The  statement  follows:] 

Statement  of  Sylvia  Arroyo 

Thank  you  very  much  for  the  invitation  to  testify  on  rural  health  care  issues  to 
be  considered  under  the  health  care  reform. 

The  American  health  care  system,  while  widely  recognized  as  providing  the  most 
sophisticated  and  effective  medicine  in  the  world,  is  failing  Americans  in  two  ways. 
First,  for  some  Americans,  health  insurance  is  simply  beyond  reach.  Too  many  of 
our  people  are  unable  to  find  care  at  prices  they  can  afford.  Too  many  people  cannot 
obtain  health  insurance  because  it  is  not  available  to  them,  because  it  is  too  expen- 
sive, or  because  they  are  considered  too  high  an  insurance  risk.  The  problem  is  so 
bad  that  between  1991  and  1992  alone  one  million  people — disproportionately  mi- 
nority— lost  coverage.  Second,  43  million  Americans  are  medically  underservea.  For 
these  Americans,  40  percent  of  whom  have  at  least  some  insurance,  health  care  is 
unavailable  or  inadequate  for  reasons  that  go  beyond  the  ability  to  pay  for  it.  Bar- 
riers of  geography,  language,  race,  culture  and  disability  or  illness  keep  milUons  iso- 
lated from  primary  care. 

Making  health  insurance  available  to  all  people  is  the  first  part  of  the  answer. 
But  insurance  alone  cannot  guarantee  access  to  care  or  long-term  containment  of 
health  care  costs.  National  health  reform  for  rural  areas  also  must  be  concerned 
about: 

Whether  all  communities  have  an  adequate  preventive  and  primary  care  service 
system.  Although  improved  coverage  and  better  payment  will  increase  the  economic 
viability  of  establishing  a  practice  in  these  areas,  many  will  remain  unappealing  to 
physicians  and  other  health  professionals  for  non-financial  reasons  such  as  concerns 
for  personal  safety,  schools  for  their  children,  entertainment  and  both  geographic 
and  professional  isolation. 
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The  special  needs  of  some  populations.  Reformed  health  care  financing  is  likely 
to  run  into  three  obstacles  in  attempting  to  reach  all  Americans,  no  matter  how  ag- 
gressive the  marketing  and  how  broad  the  benefits:  (1)  some  populations  are  notori- 
ously difficult  to  tie  to  the  health  care  system  or,  for  that  matter,  to  any  social  serv- 
ices. These  include  the  homeless,  migrant  and'  seasonal  farmworkers,  new  arrivals 
(documented  and  undocumented),  the  chronically  mentally  ill,  and  others;  (2)  some 
vital  services  needed  by  certain  populations  are  not  easily  handled  through  an  in- 
surance mechanism,  even  within  a  managed  care  framework.  Examples  include  in- 
tensive case  work  for  the  pregnant  substance-abusing  teen  and  translation  and 
multicultural  services  for  those  with  language  and  cultural  access  barriers;  and  (3) 
other  services,  such  as  outreach  and  transportation,  are  most  efficiently  funded 
through  a  targeted  financing  mechanism,  largely  because  only  a  limited  proportion 
of  the  population  needs  them. 

Community  and  Migrant  Health  Centers  can  help  fill  these  gaps,  as  they  are  al- 
ready doing  for  six  million  Americans.  Health  centers  provide  preventive  and  pri- 
mary care  to  medically  underserved  children  and  adults  regardless  of  their  insur- 
ance status  or  ability  to  pay.  Health  centers  are  a  key  model  for  solving  the  twin 
problems  of  accessibility  and  affordability  because  they: 

1.  Are  effective  in  reaching  medically  underserved  people.  Their  location  in  remote 
rural  areas  also  means  that  health  centers  serve  disproportional  large  numbers  of 
minorities. 

2.  Are  successful  in  promoting  ongoing,  appropriate  care.  Medically  underserved 
populations  face  multiple  barriers  to  health  services.  These  barriers  include  the 
scarce  number  of  health  professionals  in  underserved  areas,  difficulty  in  paying  for 
care  because  of  lack  of  insurance  or  sufficient  income  to  pay  providers  directly,  lan- 
guage/cultural barriers,  lack  of  adequate  transportation,  and  others.  As  a  result,  the 
medically  underserved  tend  to  postpone  preventive  and  primary  care,  particularly 
if  they  are  not  experiencing  troubling  symptoms.  Many  health  conditions  from  which 
the  medically  indigent  suffer,  such  as  hypertension  and  diabetes,  have  few  sjonp- 
toms  and  yet  are  serious  even  deadly,  diseases. 

In  addition  to  forgoing  preventive  and  primary  care,  the  medically  underserved 
rely  on  hospital  emergency  rooms  and  similar  settings  much  more  heavily  than  do 
privately  insured  Americans.  Moreover,  up  to  80  percent  of  emergency  room  visits 
in  underserved  areas  are  for  non-urgent  care.  Emergency  rooms  are  not  designated 
for  ongoing  care,  and  such  visits  tend  to  be  much  more  expensive  than  in  other  out- 
patient settings.  Health  centers  can  promote  the  ongoing,  appropriate  care  these  in- 
dividuals and  families  need.  Offering  service  is  clearly  an  important  step  in  assuring 
that  medically  underserved  populations  have  access  to  preventive  and  primary  care. 
More  importantly,  patients  actually  use  these  services: 
— Forty  percent  of  health  center  visits  are  for  preventive  and  maintenance  care. 
— A  higher  percentage  of  health  center  patients  receive  physical  examinations 

than  do  their  neighbors. 
— Health  centers  have  brought  about  a  one-third  increase  in  the  percentage  of 

poor  residents  who  receive  dental  care. 
— Health  center  patients  receive  more  prenatal  care  than  do  other  poor  pregnant 

women. 
— Center  patients  have  52  percent  higher  immunization  rates  and  20  percent 
higher  Pap-smear  usage  than  do  comparable  community  non-health  center  resi- 
dents. 
— Patients  at  comprehensive  primary  care  centers  have  an  enhanced  use  of  pri- 
mary care  services  compared  to  patients  who  use  hospital  emergency  rooms  or 
outpatient  departments. 

3.  Provide  good  quality  care.  Health  centers  are  different.  Federal  regulation.^  re- 
quire that  they  have  in  place  the  components  to  provide  quality  care.  For  example, 
all  health  center  physicians  must  be  board-certified  or  board-eligible  in  their  spe- 
cialty. And  all  centers  must  have  an  annually  updated  health  care  plan  and  quality 
assurance  program. 

4.  Provide  cost-effective  care.  If  health  centers  £ire  successful  in  their  efforts  to 
reach  the  medically  underserved,  then  the  total  cost  of  the  care  of  their  patients 
should  be  no  more,  and  perhaps  less,  than  the  total  cost  of  similar  patients  who  are 
served  by  other  providers. 

Moreover,  health  centers  have  a  larger  purpose  than  medical  care  alone.  To  link 
their  hard-to-serve  populations  with  appropriate  primary  care,  they  also  provide 
health  education  and  outreach  services,  care  management,  nutrition  counseling,  so- 
cial workers  and  other  health  and  mental  health  services.  Centers  offer  an  enhanced 
array  of  critical  health  services,  going  well  beyond  the  medical  services  likely  to  be 
paid  for  under  health  insurance,  in  recognition  of  their  patient's  need. 
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5.  Have  improved  their  patients  health  status.  Health  centers  have  significant  im- 
pact on  the  health  status  of  their  patients,  as  shown  in  their  lower  rates  of  hos- 
pitalization for  chronic  conditions.  The  center's  emphasis  on  preventive  and  primary 
care  has  improved  their  patient's  health,  decreasing  the  need  for  expensive  inpatient 
care.  Studies  of  the  health-status  impact  of  primary  care  centers  show:  (a)  De- 
creased infant  mortality  rates;  (b)  Better  health  for  children;  (c)  Effectiveness  in  pre- 
venting minor  diseases  such  as  strep  throat  from  becoming  major  health  problems 
such  as  rheumatic  fever;  and  (d)  Better  control  of  hypertension  and  cardiovascular 
diseases. 

6.  Have  shown  that  they  can  survive  and  flourish  under  toughest  circumstances. 
Community  and  migrant  health  centers  have  responded  to  the  over-growing  need 
for  their  services  by  increasing  the  patients  they  serve  from  five  million  to  six  mil- 
lion. They  accomplished  this  expansion  even  though  their  Federal  grants  funds 
failed  to  keep  pace  with  inflation. 

In  summary,  health  centers  are  excellent  models  for  providing  care  to  the  nation's 
43  million  medically  underserved  people.  Health  care  reform  must  of  necessity  both: 
(1)  improve  access  to  appropriate  health  care,  and  (2)  contain  rising  costs.  Health 
centers  accomplish  both  goals  because  of  their  emphasis  on  preventive  and  primary 
care,  even  as  they  reach  out  to  the  hardest  to  serve.  Thus,  health  centers  are  excel- 
lent models  for  making  health  care  reform  work;  policymakers  would  do  well  to 
focus  on  the  lessons  centers  can  provide  in  reforming  the  health  care  system. 

At  our  Community  and  Migrant  Health  Center  in  Hermiston  we  are  trying  to  pro- 
vide the  comprehensive  primary  health  care  services  that  our  community  deserves, 
but  like  any  other  rural  area  in  Oregon  State  the  constant  struggle  of  recruitment 
and  retention  of  physicians  does  not  allow  us  to  provide  the  services  needed  in  our 
community. 

The  state  should  be  encouraged  to  develop  state  health  education  programs  like 
the  Area  Health  Education  Programs  to  place  students/residents  of  Family  Practice 
in  underserved  areas  for  clinical  and  community  experiences.  The  faculty  or  profes- 
sors from  the  Medical  Schools  should  be  part  of  the  rotation  for  primary  care  also, 
in  this  way  they  would  realize  on  their  own  that  rural  communities  are  '  not  to  bad" 
to  practice  good  quality  medicine  and  hopefully  encourage  their  students  to  select 
rural  communities  for  their  practice. 

Rural  health  professional  incentives  like  tax  credits  and  loan  repayment  programs 
for  all  health  care  providers  should  be  available.  This  program  should  be  available 
for  physicians,  nurse  practitioners,  nurse  mid-wife,  nurses,  medical  technologist, 
pharmacist,  dentist,  social  workers,  case  managers,  etc.,  etc.  The  state  should  en- 
courage the  private  physicians  to  accept  low-income  patients  in  their  private  prac- 
tice. Hospitals  should  change  their  by-laws  to  include  nurse  practitioner  and  nurse 
mid-wife  in  their  practice. 

Another  of  our  barriers  to  care  in  rural  areas  is  the  lack  of  specialist  for  primary 
care  providers  to  refer  patients  for  consultations.  I  would  like  to  see  the  Oregon 
Healtn  Science  University  develop  a  rotation  of  specialists  to  the  Hermiston  area. 
Maybe  once  a  month  clinic  will  be  excellent.  This  should  be  coordinated  through  the 
Family  Practice  Residency  Program. 

I  want  health  reform  to  guarantee  me  and  my  family  the  peace  of  mind  that  we 
will  never  lose  our  health  coverage,  regardless  of  whether  we're  working  for  a  small 
business  in  a  rural  area  or  in  a  large  organization  in  the  city,  whether  we're  laid 
off  or  retired,  whether  we're  healthy  or  sick,  or  whether  we're  young  or  old. 

If  you  have  any  questions  or  need  any  further  information,  please  contact  me. 

STATEMENT   OF   KAREN   WHITAKER,   DIRECTOR,   OFFICE   OF   RURAL 
HEALTH,  OREGON  HEALTH  SCIENCES  UNIVERSITY 

Senator  Hatfield.  Now  I  would  like  to  invite  the  second  panel, 
Ms.  Karen  Whitaker,  director  of  the  Oregon  Office  of  Rural  Health; 
Sandra  Ryman,  executive  director  of  the  Northeast  Oregon  AHEC 
of  La  Grande;  Mr.  Doug  Overlock,  executive  director  of  RODEO 
NET;  David  Still,  Union  County  health  services  administrator  from 
La  Grande;  and  Ms.  Lynn  Read,  the  manager  of  managed  health 
care  unit,  Office  of  Medical  Assistance  Programs,  Oregon  Health 
Division.  Welcome.  It's  nice  to  have  you  here  today. 

Ms.  Whitaker.  I  want  to  begin  by  thanking  you,  of  course.  Sen- 
ator Hatfield,  and  your  staff,  for  the  commitment  you  have  shown 
to  your  constituents  by  having  these  field  hearings.  I  think  it's  very 
helpful,  and  it's  been  helpful  for  me.  I've  learned  a  lot  about  what's 
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going  on  in  rural  Oregon  by  attending  the  hearings.  So  I  know  you 
are  learning  things,  too. 

Generally,  when  I  have  the  opportunity  to  speak  in  a  forum  like 
this,  I  use  the  time  discussing  the  problems  of  health  care  delivery 
to  rural  areas. 

I  don't  really  feel  I  have  to  do  that  today.  I  think  most  of  the  peo- 
ple in  this  room,  and  particularly  you,  can  appreciate  those  prob- 
lems. So  I  choose  instead  to  let  the  rural  health  practitioners  of  Or- 
egon speak  through  a  survey  that  we  recently  conducted  among  our 
tax  credit  recipients  that  includes  physicians,  nurse  practitioners 
and  P.A.'s  who  practice  in  very  rural  parts  of  the  State.  They  were 
about  670  practitioners  whom  we  surveyed. 

And  I  would  like  to  start  with  a  little  background  that  goes  back 
actually  to  the  fall  of  1987,  when  a  group  of  Wallowa  County  physi- 
cians were  very  close  to  burnout  and  discussing  leaving  the  area. 
There  were  only  a  handful  of  physicians  there.  And  they  sensed 
that  other  physicians  must  be  feeling  the  same  way.  And  that  col- 
lectively they  might  be  able  to  reach  some  solutions. 

So  their  first  step  was  to  survey  their  fellow  rural  physicians. 
And  the  results  of  that  survey  led  to  a  conference  in  the  spring  of 
1988  in  Joseph,  Oregon,  about  70  people  attended  that  conference, 
and  using  the  data  from  the  survey,  came  up  with  a  number  of 
ideas  that  might  improve  the  rural  health  care  environment  in  Or- 
egon. 

I  could  say  that  the  rest  is  history.  Premier  among  those  ideas 
was  the  support  for  an  area  health  education  center,  which  was 
just  a  vision  at  the  time,  and  has  now  become  a  reality. 

The  tax  credit,  which  is  a  very  unique  idea  for  a  State  to  enact, 
was  a  part  of  that  program,  as  well.  Recruitment  programs,  tech- 
nical assistance  and  so  on,  and  all  of  these  concepts  became  reali- 
ties. 

When  I  spoke  with  Karen  Madson  about  this  hearing  a  few 
months  ago,  I  suggested  that  a  considerable  amount  has  been  ac- 
complished here,  particularly  in  northeast  Oregon  in  the  last  few 
years.  And  one  way  to  assess  how  far  we've  come  and  to  get  some 
suggestions  on  where  we  should  go  would  be  to  compare  the  results 
of  that  1987  survey  with  the  one  that  we  recently  did. 

So  when  we  designed  the  survey,  we  used  some  of  the  same  ques- 
tions. We  do  have  nurse  practitioners  and  P.A.'s  involved  in  the 
survey  this  time,  as  well.  But  when  I  talk  about  physicians,  I'll  be 
using  only  the  physician  data. 

We  also  added  some  additional  questions,  because  a  lot  has  hap- 
pened since  1987  in  health  care. 

I'm  going  to  start  with  the  good  news,  and  the  good  news  is  that 
concern  surrounding  malpractice  and  tort  reform  had  moderated 
greatly.  In  1987  almost  80  percent  of  physicians  felt  that  the  threat 
of  lawsuits  was  a  significant  factor  in  their  decision  to  remain  in 
rural  practice.  In  1994  that  percentage  had  gone  down  to  49.5  per- 
cent. Even  more  significantly  the  cost  of  malpractice  premiums  was 
an  issue  of  significance  to  93.7  percent  of  physicians  in  1987,  and 
has  now  dropped  to  only  47.2  percent.  Physicians  today  are  also 
less  worried  about  physician  recruitment  and  training  than  they 
were  in  1987 
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Senator  Hatfield.  Excuse  me.  Let  me  interrupt.  Why  was  there 
a  lessening  of  the  fear  of  malpractice?  What  were  the  factors  that 
created  that  drop? 

Ms.  Whitaker.  We  were  having  a  real  malpractice  crisis  in  the 
State,  in  the  mid-1980's,  mid  to  late  1980's.  And  Oregon  enacted 
a  lot  of  significant  tort  reform  measures  in  the  1987  and  1989  legis- 
lative sessions,  and  I  believe  that  probably 

Senator  Hatfield.  So  it  was  the  law. 

Ms.  Whitaker.  Uh-huh,  had  a  great  deal  to  do  with  improving 
the  environment.  Family  physicians  were  paying  really  inordinant 
amounts  of  premium  in  order  to  deliver  babies,  for  example.  They 
were  having  to  pay  like  $55,000,  $60,000  a  year. 

Senator  Hatfield.  It  was  $85,000  up  to  $85,000  in  Texas. 

Ms.  Whitaker.  Is  that  right?  Well,  of  course,  most  of  them  don't 
even  make  that  much  money.  So  it's  out  of  the  question  for  them 
to  think  about  paying  that  kind  of  premium  for  malpractice  insur- 
ance. 

But  the  insurance  companies  also  cooperated,  and  I  think  the 
Oregon 

Senator  Hatfield.  What  about  the  Trial  Lawyers  Association? 

Ms.  Whitaker.  I  would  just  rather  decline  to  comment  on  that. 

Senator  HATFIELD.  I  understand. 

Ms.  Whitaker.  It  was  a  real  battle  to  enact  this  legislation,  and 
I  think  it  has  done  some  real  good. 

Senator  Hatfield.  The  chairman,  a  member  of  the  Trial  Law- 
yers Association,  says  as  long  as  I'm  chairman,  they  will  never  pass 
a  bill  like  that  here.  He  is  from  South  Carolina. 

Ms.  Whitaker.  I  remember  that,  yes.  We  had  some  similar  state- 
ments in  Oregon. 

I'm  going  to  interpret  the  findings  I  just  gave  you  as  proof  that 
we're  doing  our  job  a  bit.  And  both  the  State  and  the  Federal  level. 
And  I  think  we  have  enacted  changes  that  improve  the  practice  en- 
vironment for  rural  areas. 

Senator  HATFIELD.  Congratulations.  That's  great. 

Ms.  Whitaker.  There  are  some  issues,  however.  Of  course,  I 
gave  the  good  news  first.  There  are  some  issues  that  are  of  greater 
concern  now  than  they  were  in  1987. 

Senator  Hatfield.  Before  you  go  into  those,  and  I  hate  to  inter- 
rupt, but  while  it's  on  my  mind,  when  you  were  mentioning  about 
the  increase  of  physicians  in  rural  Oregon  since  1990,  was  there  a 
parallel  increase  in  nurse  practitioners  and  physician's  assistants. 

Ms.  Whitaker.  Yes;  there  were.  There  were  increases  in  all 
three. 

Senator  Hatfield.  Now,  were  these  evenly  distributed  around 
rural  Oregon,  or  were  they  concentrated,  these  additional  90  physi- 
cians and  others? 

Ms.  Whitaker.  I  would  have  to  go  back  and  look  at  my  data. 

Senator  HATFIELD.  Would  you  go  do  that,  for  the  record? 

Ms.  Whitaker.  I  believe  that  they  were  evenly  distributed,  just 
thinking  of  the  areas  of  the  State  that  were  really  in  trouble  for 
and/or  able  to  recruit  physicians. 

Harney  County,  for  example,  physicians  in  Bums  and  John  Day, 
where  we  were  in  real  trouble,  we  were  able  to  recruit  physicians 
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into  those  areas.  So  it  would  be  interesting,  though,  to  look  at  it 
statistically  and  see. 

Senator  Hatfield.  I  would  like  to  get  that  information,  for  a 
number  of  reasons.  One  of  the  major  reasons  is  trying  to  restore 
this  AHEC  funding. 

Ms.  Whitaker.  Exactly. 

Senator  Hatfield.  Because  I  understood,  I  heard  about  a  story 
of  a  young  female  doctor  who  went  into  I  believe  John  Day,  OR, 
as  a  young  practitioner  on  the  basis,  in  part  at  least,  that  she  had 
AHEC  access  in  La  Grande,  OR. 

Ms.  Whitaker.  Absolutely.  Lisa  Dodson.  She's  a  success  story. 

Senator  Hatfield.  I  want  to  show  that.  That  helps  us  again  to 
prove  that  part  of  the  answer  to  rural  America  is  not  only  AHEC, 
but  the  results  of  AHEC. 

Ms.  Whitaker.  I  don't  think  there's  any  question  about  that. 
And  I  think  letting  the  practitioners  themselves  relay  that  informa- 
tion to  you  and  to  the  other  people  on  your  committee  is  really  im- 
portant. 

Senator  Hatfield.  That  would  be  very  helpful.  Thank  you. 

Ms.  Whitaker.  Now  I'm  going  to  talk  about  the  bad  news. 

Senator  Hatfield.  Bad  news. 

Ms.  Whitaker.  The  bad  news  has  already  been  alluded  to,  and 
if  there's  one  overwhelming  theme  in  this  survey,  it's  the  issue  of 
reimbursement. 

On  a  scale  of  1  to  10,  we  asked  our  respondents  to  rate  a  number 
of  issues  on  the  basis  of  how  strongly  they  influenced  their  choice 
to  remain  in  their  current  rural  practice  or  change  to  another  site, 
and  the  highest  ranking  factor  with  the  ranking  of  7.05  was  the 
policy  of  major  insurance  companies  and  Medicare  to  reimburse 
those  in  rural  areas  for  a  lesser  amount. 

No.  2,  was  changing  Medicare  and  welfare  rules. 

No.  3,  was  longer  working  hours. 

No.  4,  was  lower  pay  than  urban  counterparts. 

And  No.  5,  was  rising  overhead  costs. 

There's  a  very  strong  message  here.  We  also  asked  our  respond- 
ents whether  the  resource-based  relative  value  scale  methodology 
has  affected  their  practice  positively,  and  as  Dr.  Hofmann  sug- 
gested, nearly  60  percent  reported  negative  impact.  That's  a  very 
significant  finding.  Only  one-third  have  made  no  difference  at  all. 
And  only  about  8  percent  report  a  positive  impact. 

As  I  talk  with  rural  physicians,  I  believe  it's  because  the  mix  in 
their  practice  includes  a  lot  of  procedural  types  of  things  for  which 
they  are  not  getting  paid  as  much. 

So  perhaps  we  need  to  take  a  look  at  rural  physicians,  separate 
from  urban  family  physicians,  and  see  that  their  case  mix  is  quite 
different  and  make  some  adjustments  for  them. 

Senator  Hatfield.  Yes. 

Ms.  Whitaker.  The  other  bad  news  from  this  survey  is  some- 
thing that  you  alluded  to  earlier,  and  that  is  that  20  percent  of 
rural  physicians  are  over  age  60.  Well,  you're  right  on.  Because  we 
have  found  that  exactly  20  percent  of  our  sample  plan  to  retire  in 
the  next  5  years.  And  an  additional  6  percent  plan  to  leave  their 
rural  practice  and  go  somewhere  else. 
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If  we  try  to  translate  that  into  numbers,  that's  somewhere  be- 
tween 250  and  300  physicians  that  we  need  to  replace  in  rural  Or- 
egon in  the  next  5  years. 

Senator  Hatfield.  And  even  with  the  good  news  of  90  increase, 
that  doesn't  come  near  covering  that  retirement. 

Ms.  Whitaker.  No;  we  have  been  recruiting  through  our  office 
about  20  a  year.  And  we  only  train  in  Oregon,  even  after  we  get 
the  Klamath  Falls  residency  program  on  line,  we  will  have  16  fam- 
ily physicians  a  year  fmishing  their  residencies  in  Oregon.  So  we 
have  a  serious  problem. 

Senator  HATFIELD.  Is  part  of  your  recruitment  attributed  to  the 
Oregon  Health  Sciences  University  program  of  dispersing  medical 
students  out  through  the  rural  areas? 

Ms.  Whitaker.  Oh,  absolutely.  We,  of  course,  have  to  go  outside 
the  State  to  recruit,  and  we  spend  a  fair  amount  of  resources  doing 
that,  but  having  access  to  those  residents  and  having  had  them 
have  that  wonderful  experience  of  going  out  into  rural  Oregon,  we 
find  them  much,  much  more  interested  in  a  rural  practice. 

I  believe  that's  really  going  to  pay  off  for  us.  But  as  I  said,  if  all 
of  them  decided  to  go  to  rural  Oregon,  all  16  of  them,  we  wouldn't 
have  enough. 

Senator  Hatfield.  Yeah.  Yeah. 

Ms.  Whitaker.  So  we  need  to  look  more  at  training  P.A.'s  and 
nurse  practitioners,  and  certainly  we're  starting  the  P.A.  training 
program  at  OSHU.  I'm  very  disappointed  to  hear  that  that  has 
been  eliminated  from  the  President's  budget.  That's  something 
we're  definitely  going  to  have,  because  we're  relying  on  those  Fed- 
eral grants  for  P.A.  training. 

Senator  Hatfield.  That's  right. 

Ms.  Whitaker.  We  asked,  the  final  thing  we  asked  our  respond- 
ents, was  what  we  could  do  to  improve  their  practice  environment. 
And  we  actually  asked  them,  if  you  had  a  chance  to  talk  to  your 
Members  of  Congress  and  from  the  State  and  the  Federal  level, 
what  would  you  tell  them? 

And  the  No.  1  thing  they  said  was  improve  reimbursement. 

And  the  second  thing  they  said  was  recruit  and  train  more  prac- 
titioners. They  asked  for  technical  assistance  to  help  them  make 
choices  regarding  managed  care. 

Health  care  reform.  And  they  asked  us  to  come  up  with  new  in- 
centives for  retention,  like  a  locum  tenens  program,  so  they  could 
get  away  from  their  practices  from  time  to  time.  They  expressed 
dissatisfaction  with  the  intrusion  of  government  and  third-party 
payers  into  their  clinical  decisions.  And  they  asked  for  help  in 
keeping  their  community  hospitals  open. 

Senator  HATFIELD.  Yeah. 

Ms.  Whitaker.  So  I  think  the  most  popular  thing  that  they 
liked,  of  what  we  had  already  done,  was  the  tax  credit,  the  State 
income  tax  credit,  and  close  behind  that  was  the  AHEC  program. 
So  I  think  those  data  may  be  very  helpful  for  you. 

Senator  HATFIELD.  Thank  you. 

Ms.  Whitaker.  They  have  spoken.  Now  we  can  respond,  and  I 
know  that  you  will.  Thank  you. 

Senator  HATFIELD.  Thank  you,  Ms.  Whitaker. 

[The  statement  follows:] 
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Statement  of  Karen  Whitaker 

I  want  to  begin  by  thanking  Senator  Hatfield  and  his  staff  for  the  commitment 
they  have  shown  to  their  constituents  by  organizing  this  hearing.  I  know  that  every- 
one has  worked  very  hard  to  make  this  day  happen,  and  I  am  very  pleased  to  have 
the  opportunity  to  participate. 

Generally,  when  I  have  the  opportunity  to  speak  in  a  forum  like  this,  I  spend  my 
time  discussing  the  problems  facing  delivery  of  health  care  to  rural  Oregonians. 
Today,  I  don't  believe  I  need  to  lay  that  groundwork.  Senator  Hatfield  knows  these 
problems  as  well  as  anyone,  and  has  become  an  expert  in  rural  health  in  his  own 
right. 

Today,  I  am  happy  to  let  the  rural  health  practitioners  of  Oregon  speak — through 
the  results  of  a  survey  which  our  office  recently  conducted.  Let  me  start  with  some 
background. 

In  the  fall  of  1987,  a  group  of  Wallowa  County  physicians  were  close  to  burn-out. 
They  sensed  that  other  rural  physicians  must  be  feeling  the  same  way,  and  they 
knew  that  collectively,  they  might  be  able  to  reach  some  solutions.  Their  first  step 
was  to  survey  their  fellow  rural  physicians.  The  results  of  that  survey  led  to  a  con- 
ference in  the  spring  of  1988  in  Joseph.  Attendees  at  the  conference,  using  the  data 
gathered  by  Drs.  Siebe  and  Euhus,  came  up  with  a  number  of  ideas  that  might  im- 
prove the  rural  health  care  environment  in  Oregon.  I  could  say  that  "the  rest  is  his- 
tory." Support  for  an  Area  Health  Education  Center,  novel  ideas  like  the  tax  credit 
for  rural  practitioners,  a  recruitment  program,  technical  assistance — all  of  these 
ideas  became  reality  and  we  have  come  a  long  way  since  1987. 

Using  the  same  set  of  questions  (and  some  additional  ones)  we  again  surveyed 
rural  providers  during  the  winter  of  1993-94.  We  added  in  nurse  practitioners  and 
PA's,  and  sent  our  survey  forms  to  666  individuals.  The  preliminary  results  I'm 
going  to  share  with  you  today  are  based  on  478  responses — a  72  percent  return  rate. 
Whenever  possible,  I'll  compare  the  results  of  the  1987  survey  with  the  1994  survey. 

I  will  begin,  in  fact,  by  examining  the  questions  that  are  common  to  both  surveys 
and  particularly  those  that  represent  significant  change.  Here  is  the  good  news: 
Concerns  surrounding  malpractice  and  tort  reform  have  moderated  greatly.  In  1987, 
79.8  percent  of  physicians  felt  that  threat  of  lawsuits  was  a  significant  factor  in 
their  decisions  to  remain  in  rural  practice;  in  1994,  that  percentage  decreased  to 
49.5  percent.  Even  more  significantly,  the  cost  of  malpractice  premiums  was  an 
issue  of  significance  to  93.7  percent  of  respondents  in  1987.  By  1994,  this  percentage 
was  only  47.2  percent. 

Physicians  today  are  also  less  worried  about  physician  recruitment  and  training 
than  they  were  in  1987,  and  about  the  availability  of  technology  in  rural  areas.  I 
am  choosing  to  interpret  these  findings  as  evidence  that  we  are  doing  our  jobs — 
both  on  the  State  and  federal  level,  we  have  enacted  changes  that  have  improved 
the  practice  environment  for  rural  practitioners  in  these  areas. 

There  are  some  issues,  however,  that  are  of  greater  concern  than  they  were  in 
1987.  These  include  lack  of  educational  opportunities  and  lack  of  specialty  backup 
in  rural  communities.  And  there  are  some  areas  that  are  essentially  unchanged.  In 
both  1987  and  1994,  physicians  were  fairly  equally  concerned  about  the  threat  of 
hospital  closure  and  rising  overhead  costs. 

If  we  turn  to  the  1994  data  as  a  guide  for  future  direction,  I  can  say  unequivocally 
that  there  is  one  overwhelming  theme,  and  that  is  reimbursement.  On  a  scale  of 
1  to  10,  we  asked  respondents  to  rate  a  number  of  issues  on  the  basis  of  how  strong- 
ly they  influence  respondents'  choices  to  remain  in  their  current  rural  practice  sites 
or  change  to  another  site.  The  highest  ranking  factor,  with  a  rating  of  7.05,  was  "the 
policy  of  major  insurance  companies  and  Medicare  to  reimburse  those  in  rural  areas 
for  a  lesser  amount."  Number  two,  at  6.85,  was  "changing  Medicare  and  welfare 
rules."  Number  three,  at  6.70,  was  "longer  working  hours."  Number  four,  at  6.65, 
was  "lower  pay  than  urban  counterparts."  And  the  fifth  most  important  issue  was 
"rising  overhead  costs"  at  6.51. 

There  is  a  strong  message  here,  and  one  that  we  must  attend  to.  We  also  asked 
our  respondents  whether  the  Resource-Based  Relative  Value  Scale  methodology  has 
affecteci  their  practice.  I  know  that  the  Senator  will  be  disappointed  to  hear  that 
nearly  60  percent  report  a  negative  impact.  One-third  respond  that  it  has  made  no 
difference  at  all,  and  only  about  8  percent  report  a  positive  impact. 

The  other  bad  news  from  this  survey  is  not  entirely  unexpected.  We  have  known 
for  a  long  time  that  rural  physicians  are  older  than  their  urban  counterparts,  and 
that  there  would  come  a  time,  in  the  not  too  distant  future,  when  large  numbers 
of  them  would  retire,  leaving  us  with  a  virtual  crisis.  That  crisis  will  be  upon  us 
in  the  next  five  years,  when  a  full  20  percent  of  our  respondents  expect  to  retire. 
An  additional  six  percent  plan  to  leave  rural  practice  for  an  urban  setting.  Trans- 
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lated  into  numbers,  this  means  about  300  new  physicians  must  be  recruited  for 
rural  Oregon  within  the  next  five  years.  We  have  been  working  hard  in  our  office 
to  recruit  at  the  rate  of  about  20  per  year,  and  we  have  netted  an  increase  of  about 
90  new  physicians  in  rural  Oregon  since  the  State  income  tax  credit  and  AHEC  pro- 
grams were  instituted  in  1990.  We  still  have  a  lot  of  ground  to  cover. 

So  let's  turn  to  what  we  can  do.  We  asked  respondents  to  tell  us  what  can  be  done 
to  improve  their  practice  environment.  Overwhelmingly,  the  most  important  factor 
was  improving  reimbursement.  Second,  they  asked  for  recruiting  and  training  more 
practitioners.  They  asked  for  technical  assistance  to  help  them  make  choices  regard- 
ing managed  care  and  health  care  reform,  and  they  asked  us  to  come  up  with  new 
incentives  for  retention,  like  focum  tenens  programs.  They  expressed  dissatisfaction 
with  the  intrusion  of  government  and  third  party  payers  into  their  clinical  decision- 
making and  they  also  asked  for  help  in  keeping  their  community  hospitals  open. 

A  good  question  at  this  point  might  be,  'What  have  we  done  right?"  When  asked 
about  the  programs  that  have  been  instituted  since  1987  to  help  them,  our  respond- 
ents rated  the  State  income  tax  credit  as  the  most  popular.  Closely  behind  it,  how- 
ever, was  the  Area  Health  Education  Centers  Program. 

As  we  continue  to  analyze  these  data  (and  we  will  have  a  full  report  within  the 
next  few  months),  I  believe  that  we  can  feel  confident  in  having  received  some  im- 
portant guidance  on  how  to  retain  the  practitioners  currently  working  in  rural  Or- 
egon and  recruit  additional  ones.  Our  constituents  have  spoken.  Now  we  have  the 
obligation  to  listen  carefully  and  do  what  we  can  to  let  them  know  that  we  have 
heard. 

STATEMENT  OF  SANDY  RYMAN,  EXECUTIVE  DIRECTOR,  NORTHEAST 
OREGON  AREA  HEALTH  EDUCATION  CENTER,  LA  GRANDE,  OR 

Senator  Hatfield.  Ms.  Ryman. 

Ms.  Ryman.  Thank  you  for  the  opportunity  to  be  here  today.  And 
I  was  very  pleased  with  your  introductory  material.  It  showed  to 
me  that  you  had  a  very  strong  awareness  already  of  educational 
needs  for  health  care  providers.  And  I'm  going  to  talk  today  about 
access,  because  I  feel  that's  a  real  key  word  in  linking  health  care 
reform  and  rural  care.  And  I  believe  that  I  heard  you  using  that 
term  also. 

In  any  health  care  reform,  the  two  aspects  of  access  that  I  think 
that  we  really  need  to  look  at  closely  are  the  supply  of  our  primary 
care  providers,  and  the  demands  of  the  public  for  health  care. 

And  in  talking  about  access  and  supply,  we've  already  seen  in 
the  brief  history  of  Oregon  health  plan  increased  competition  from 
metropolitan  areas  of  the  State  to  recruit  primary  care  providers. 

Last  fall  we  had  a  recruitment  summit  in  La  Grande  and  Dr. 
John  Saultz  of  the  OSHU  Department  of  Family  Medicine  stated 
that  the  new  family  medicine  residents,  which  were  finishing  their 
program,  were  already  beginning  to  receive  increases  in  15,000  per 
year  than  what  they  were  being  offered  from  the  managed  care 
providers  in  metropolitan  areas,  who  recognize  that  they  had  to 
have  them  as  the  foundation  for  the  changes  that  were  taking  place 
in  Oregon. 

These  kinds  of  demands  on  the  system,  and  financial  offers  that 
are  being  given  to  these  primary  care  providers,  is  going  to  in- 
crease the  difficulties  of  rural  recruiting.  And  that's  basically  a  di- 
rect quote  from  Dr.  Saultz. 

From  what  I  have  seen  so  far,  the  proposed  national  health  care 
plan  will  probably  have  a  similar  impact,  and  I  know  you're  aware 
of  that  potential  problem,  because  of  your  Rural  Health  Innovation 
Demonstration  Act  dealt  with  it  in  some  ways. 

And  I  do  want  to  affirm  the  special  attention  must,  therefore,  be 
paid  to  the  need  for  more  primary  care  providers  and  the  increased 
difficulty  in  recruitment  and  retention  in  the  rural  areas. 
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In  looking  at  some  solutions,  then,  to  this  problem,  I  think  that 
we  can  confidentially  say  that  rural  training  does  work.  We  have 
10  years  of  experience  with  the  registered  nurse  program  at  the 
OSHU  School  of  Nursing  at  Eastern  Oregon  State  College.  And 
well  over  80  percent  of  their  graduates  continue  to  live  and  practice 
in  rural  areas. 

Senator  Hatfield.  And  you  had  100  in  that,  didn't  you,  in  that 
training  program,  100  nurses  were  trained? 

Ms.  Ryman.  Over  that  10-year  period  of  time,  I  believe  there's 
been  far  more  than  100.  Some  of  the  faculty  is  here. 

Senator  Hatfield.  Maybe  just  the  first  year. 

Ms.  Ryman.  It's  more  like  8  students  the  first  year,  and  right 
now  we  have  25  students  in  the  class.  I  think  the  100  that  you're 
thinking  of  is  the  first  class  of  nurse  practitioners  which  graduated 
this  last  June,  100  percent  of  those  graduates  stayed. 

Senator  Hatfield.  That's  what  I  recall.  Yes. 

Ms.  Ryman.  So  that's  where  I  think  the  number  100  is  coming 
from.  Additionally  with  the  family  practice  residents  which  are  fin- 
ishing at  OSHU,  we  have  the  data  from  1992  and  1993.  All  of  those 
had  experienced  clinical  rotations.  And  we  saw  a  doubling  in  the 
number  that  chose  to  serve  in  rural  areas  and  into  established 
practices  in  rural  areas. 

And,  of  course,  before  we  even  started,  your  example  of  Lisa 
Dodson,  is  very  true,  she  chose  to  go  to  John  Day  because  she 
wanted  to  be  a  part  of  the  AHEC  program,  and  she  has  received 
a  very  steady  supply  of  residents  and  students  throughout  most  of 
the  year. 

Senator  Hatfield.  That's  wonderful. 

Ms.  Ryman.  Also  the  assessment  of  the  medical  student  career 
plans  are  showing  that  after  students  have  gone  through  their 
rural  rotation  experience,  in  their  third  year  of  medical  school,  that 
they  are  changing  their  plans.  There's  been  a  preassessment  and 
postassessment  done  of  the  interests  that  those  students  have,  in 
choosing  primary  care  practice  or  in  choosing  to  practice  in  rural 
areas,  and  there  have  been  significant  changes  in  their  intent  to 
practice,  and  intent  to  go  into  a  primary  care  specialty  and  their 
intent  to  practice  in  a  rural  community. 

And  so  that's  exciting.  We're  looking  forward  to  that  bearing 
fruit. 

So  I  think  that  we  can  say  confidently  that  rural  training  does 
work.  In  addition,  I  think  we  need  to  talk  about  keeping  those 
rural  folks  that  we  currently  have.  We  have  many  people  commit- 
ted to  living  in  the  rural  communities.  These  are  folks  that  provide 
support  services  to  our  primary  care  providers. 

And  in  the  assessment  work,  which  AHEC  has  done  in  this  re- 
gion, we  frequently  hear  they  the  need  that  folks  have  out  there 
for  cross-training  of  those  existing  professionals,  and  in  the  recogni- 
tion that  in  the  future  there's  going  to  be  a  very  different  blend  of 
professionals  that  are  needed  in  rural  settings. 

There's  going  to  be  more  paraprofessionals,  there's  going  to  be 
more  crossover  between  professionals.  And  so  I  feel  that  we  need 
to  look  at  the  development  of  curriculums  that  will  allow  for  the 
ease  and  cross-training  between  professionals,  and  that  articulated 
curriculums  will  allow  for  ease  at  advancement  in  career  tracks. 
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I  have  a  couple  of  examples  for  that.  One  such  professional  shift 
is  occurring  right  now  in  Grant  County.  There  was  a  registered 
nurse  from  Monument  who  has  gone  to  school  in  Utah  for  1  year 
at  a  P. A.  program  which  specializes  in  training  nurses,  retraining 
them  as  physician's  assistants.  She  has  now  finished  that  year  in 
Utah  and  is  doing  her  clinical  rotation  at  the  John  Day  family 
practice  docks,  and  when  she's  done,  she  will  be  available  as  a  pri- 
marily care  provider,  both  back  in  her  own  community  of  Monu- 
ment, as  well  as  in  other  parts  of  Grant  County. 

These  are  the  kind  of  training  opportunities  which  we  need  to 
bring  closer  to  home,  and  also  create  more  seamless  transitions  be- 
tween the  professions  so  that  it's  easier  for  someone  from  a  nursing 
profession  to  become  a  physician's  assistant,  or  for  those  who  start 
out,  say,  as  a  certified  nursing  assistant,  to  be  able  to  move  their 
way  up  through  the  system  to  become  a  registered  nurse  or  ulti- 
mately a  nurse  practitioner,  if  that  be  their  choice. 

These  are  the  kinds  of  changes  that  I  see  we're  going  to  need  to 
have  to  continue  to  assure  our  supply  of  health  professionals. 

Another  example  of  that,  I  hope  Doug  Overlock  will  talk  about 
some  in  the  curriculum  program  that  their  RODEO  NET  program 
has  going  on.  This  project  is  offered  over  Oregon  Ed-Net  as  a  vehi- 
cle and  Eastern  Oregon  State  College  has  been  very  flexible  in  pro- 
viding credit  for  that  program. 

In  sanctioning  lower  and  upper  division  credits,  as  well  as  grad- 
uate credits  for  this  curriculum  so  that  community  paraprofes- 
sionals  can  take  the  training  and  even  those  folks  who  may  already 
have  their  bachelor's  or  master's  degrees  but  need  further  speciali- 
zation in  mental  health. 

I  think  we  can  see  a  few  adventures  beginning,  but  what  we  real- 
ly need  is  some  Federal  support  for  these  programs,  that  just  the 
State  or  just  foundations  cannot  provide  the  money  that  is  going 
to  be  needed  nationally  for  changes  in  curriculums  to  bring  these 
about. 

Those  are  the  sorts  of  programs  that  can  help  us  with  more  im- 
mediate response  to  the  changing  needs  that  we  will  have  for 
health  professionals.  I  think  that  we  need  to  look  down  the  road 
to  the  future  and  assure  our  future  supply  by  growing  our  own 
health  professionals  and  that  we,  therefore,  need  to  be  very  aggres- 
sive about  rural  student  recruitment  to  help  us  in  assuring  that 
long-term  supply. 

And  the  community  of  Burns  has  been  doing  this  for  a  long  time. 
For  the  past  5  or  6  years  they  have  been  encouraging  their  high 
school  youth  to  go  into  health  care  professions  and  they  make  sure 
that  during  their  college  or  postgraduate  years,  they  bring  them 
back  to  Burns  for  clinical  experiences.  And  I've  seen  a  list  of  at 
least  20  such  professionals  who  are  now  working  in  Harney  Coun- 
ty, 20  health  professionals  who  are  now  working  in  Harney  County, 
as  a  result  of  what  they  have  done  over  the  past  5  to  6  years  in 
that  community. 

So  in  summary,  in  looking  at  our  access  of  health  care  profes- 
sionals that  we're  going  to  need,  I  believe  that  continuing  and 
strengthening  of  the  strategies  of  local  training  and  the  develop- 
ment of  core  and  articulated  curriculums  and  a  recruitment  of 
youth  which  had  he  assure  both  a  speedy  response  to  our  changing 


36 

and  provide  us  with  a  long-term  supply  of  practitioners.  That  deals 
really  with  the  supply  aspect  of  access  to  health  care.  And  the  de- 
mand aspect  is  also  important. 

James  R.  Fries,  who  is  a  physician  and  a  professor  of  medicine 
at  Stanford  University,  has  stated  a  radical  statement  in  saying 
that  we  could  save  $200  billion  a  year  in  our  health  care  cost  by 
changing  individual  behavior. 

And  I  think  that  we've  known  for  a  long  time  the  impact  that 
education  can  have  on  our  personal  health  habits  and  our  utiliza- 
tion of  the  health  care  system  and  also  the  impact  of  early  inter- 
vention and  testing. 

I  feel  that  historically  all  attempts  that  we  have  had  at  health 
care  reform  have  focused  on  the  supply  side  of  the  health  care  ac- 
cess equation,  and  that  this,  if  we're  really  going  to  have  reform, 
we  need  to  focus  also  on  the  demand  side  of  the  equation. 

And  for  once,  really  put  some  resources  into  doing  education  with 
our  public  about  how  they  utilize  the  system  and  about  how  they 
can  take  care  of  their  own  health.  And  that  would  be  a  truly  vision- 
ary reform  in  looking  at  our  health  care  issues. 

Any  of  these  changes  are  going  to  take  time.  The  national  health 
care  reform,  we're  going  to  see  immediate  responses  from.  But, 
therefore,  we  need  to  take  actions  that  both  have  short-term  and 
long-term  strategies.  We  need  to  assure  the  supply  of  primary  care 
providers  and  then  we  need  to  look  at  educated  consumers.  Quality 
care  at  lower  cost  I  think  can  be  the  end  result  of  this  emphasis 
on  both  the  supply  and  the  demand  aspects  of  health  care  access. 
Thank  you. 

Senator  Hatfield.  Ms.  Ryman,  do  you  feel  there  is  sufficient 
flexibility  in  the  Federal  AHEC  program  today  to  deal  with  these 
matters  of  recruitment,  retention,  upgrading,  support  to  workers, 
skills,  et  cetera,  that  you  talk  about  in  your  testimony? 

Ms.  Ryman.  Yes;  I  think  that's  because  of  the  fact  that  the  AHEC 
programs  throughout  the  States  have  established  the  linkages  with 
the  education  of  professionals  in  their  own  States,  that  they  can 
certainly  be  a  strong  force. 

Senator  HATFIELD.  So  you  don't  find  any  encumbrances  within 
the  outline  of  the  AHEC  system.  Because  there's  flexibility  within 
the  State,  is  that  what  you're  saying? 

Ms.  Ryman.  Yes;  I  think  that's  where  the  strength  comes  from, 
is  a  great  deal  of  adaptability  and  flexibility  at  the  State  level. 
We've  been  known  to  push  the  limits,  but  they've  been  responsive 
with  change. 

Senator  Hatfield.  I  think,  as  we  talk  about  rural  health,  I 
should  have  included  in  my  opening  statement,  frankly,  the  fact 
that  all  of  you  are  out  here  on  the  firing  line,  and  delivering  under 
great  difficulties. 

We  also  are  very,  very  fortunate  in  having  Dr.  Peter  Koler,  presi- 
dent of  the  Oregon  Health  Science  University,  who  has  a  great 
commitment  to  rural  health  care,  and  is  recognized  across  this 
country  as  one  of  the  experts  in  the  delivery  of  rural  health  care. 
He  certainly  has  been  my  chief  mentor  in  keeping  me  briefed  and 
at  least  having  some  comprehension  of  this  rural  health  program. 
And  if  you  didn't  have  that  kind  of  commitment  at  the  top  level 
there,  I  think  an  awful  lot  of  your  jobs  would  be  made  far  more  dif- 
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ficult.  And  I'm  sure  that  the  State  has  that  sense  of  his  resource 
here  and  the  importance  of  his  resource,  as  well.  Thank  you. 

Ms.  Ryman.  Thank  you. 

[The  statement  follows:] 

Statement  of  Sandy  Ryman 

You  have  requested  testimony  to  address  the  unique  elements  of  and  challenges 
faced  by  the  rural  health  community.  Access  is  the  key  word  linking  health  reform 
and  rural  care. 

Access  to  health  care  involves  two  key  components:  (1)  the  supply  of  primary  care 
providers  and  (2)  the  demands  of  the  public  for  care. 

ACCESS  and  supply 

The  Oregon  Health  Plan  has  already  increased  competition  from  metropolitan 
areas  of  the  State  to  recruit  primary  care  providers.  Dr.  John  Saultz  of  the  OHSU 
Department  of  Family  Medicine  made  the  following  comment  at  the  Northeast  Or- 
egon AHEC  Recruitment  Summit  this  past  September: 

We  are  about  to  undergo  major  changes  in  the  health  care  system  in  this 
country.  Not  just  because  of  the  Clinton  Health  Care  Plan,  but  due  to  mar- 
ket driven  changes.  Future  health  care  systems  will  be  based  on  primary 
care  providers  which  will  result  in  an  increase  of  demand  for  primary  care 
docs  in  urban  areas.  Managed  care  organizations  must  have  more  primary 
care  providers  due  to  the  fact  that  such  providers  are  the  basis  for  the  reim- 
bursement system.  Starting  offers  for  new  family  medicine  residents  have 
increased  by  over  $15,000  in  the  past  year.  Such  demands  on  the  system 
and  financial  offers  will  increase  the  difficulties  of  rural  recruiting. 

Any  proposed  national  health  care  plan  would  probably  have  a  similar  impact. 
Special  attention  must  therefore  be  paid  to  the  need  for  more  primary  care  provid- 
ers and  increased  difficulty  in  recruitment  and  retention  for  rural  areas. 

Rural  Training  Works 

Training  health  care  professionals  in  rural  settings  does  work  and  can  make  a  sig- 
nificant impact  on  the  number  of  providers  and  their  retention  in  rural  commu- 
nities. Northeast  Oregon  AHEC  has  provided  faculty  for  the  Family  Nurse  Practi- 
tioner program  through  the  OHSU  School  of  Nursing  at  EOSC.  The  first  eight  grad- 
uates completed  training  this  past  June  and  all  have  continued  to  work  in  their 
local  area. 

During  the  past  three  years,  family  practice  residents  from  OHSU  have  had  clini- 
cal rotations  in  northeast  Oregon.  Twenty-five  percent  of  the  class  of  1992  chose 
rural  practice,  whereas  44  percent  of  the  class  of  1993  are  now  practicing  in  rural 
communities.  We  are  confident  this  trend  will  continue. 

Medical  student  career  plans  are  assessed  both  pre-  and  post-rural  clerkship  rota- 
tions. Responses  to  the  assessments  through  the  first  quarter  of  1994  show  strong 
upward  shifts  in  the  changing  of  plans  to  "definitely"  and  "probably"  select  primary 
care  specialties  and  practice  in  rural  areas.  (See  table  attached  to  References.) 

Local  hospitals  have  told  us  the  continuing  medical  education  which  the  AHEC 
offers  is  a  significant  tool  in  their  recruitment  efforts.  Continuing  education  without 
travel  barriers,  needs  to  continue  for  rural  professionals.  Reduction  of  professional 
isolation  and  continued  professional  growth  increases  rural  communities'  ability  to 
recruit  and  retain. 

Keeping  the  Ruralites 

Both  national  health  care  reform  and  visionary  State  and  local  leaders  point  to 
the  need  for  shifts  in  the  types  of  workers  delivering  services.  We  have  people  al- 
ready committed  to  life  in  their  rural  community.  If  we  can  help  them  to  achieve 
a  needed  career  shift  to  meet  the  needs  of  community,  we  will  be  able  to  make  great 
strides  in  retaining  existing  health  care  providers. 

In  November,  1993,  the  OHSU  School  of  Nursing  at  Eastern  invited  approxi- 
mately thirty  east  Oregonians  to  envision  health  care  in  rural  eastern  Oregon  in  the 
year  2005.  Approximately  25  percent  of  the  suggestions  emphasized  the  need  for  dif- 
ferent types  of  caregivers  than  those  historically  utilized.  They  predict  more  general- 
ists,  higher  numbers  of  un-licensed  and  para-professionals  and  multiple-nontradi- 
tional  roles  for  existing  caregivers. 
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AHEC  assessment  work  east  of  the  Cascades  also  makes  evident  the  need  for 
cross-training  between  professions  through  the  development  of  core  curriculums  and 
focused  continuing  education. 

It  is  appropriate  for  us  to  research  the  possibility  of  cross-training  our 
present  professionals  and  to  explore  the  extent  to  which  we  could  advance 
professionals  within  their  field  of  specialty.  *  *  *  Most  of  the  support 
workers  at  health  care  facilities  are  hired  from  within  the  community  and 
trained  on  the  job.  Commitment  to  families  and  communities  prevent  them 
from  leaving  to  seek  formal  education.  Assisting  these  individuals  in  ad- 
vancing their  present  skills  would  allow  the  medical  community  to  tap  into 
an  existing  labor  force  who  is  committed  to  rural  life.  If  the  support  work- 
ers were  offered  advanced  training,  it  would  allow  relief  for  technologists, 
registered  nurses,  therapists,  etc.  A  larger  pool  of  individuals  would  be 
available  for  on-call  hours,  vacation  and  educational  leave  *  *  *  thus  re- 
cruitment of  professionals  would  be  easier. 

From  the  summary  of  the  NEOAHEC  Allied  Health  Professions  Assessment, 

December,  1993. 

Additionally,  there  is  a  need  for  an  articulated  curriculum  which  would  allow  ex- 
isting health  professionals  to  receive  credit  for  their  prior  education.  Such  curricu- 
lum changes  can  result  in  easier  shifts  to  other  health  professions  or  to  an  advanced 
level  within  a  professional  track.  Avoiding  the  need  to  start  their  new  professional 
education  from  "scratch"  would  allow  rural  professionals  shorter  retraining  times. 
Such  retraining  might  then  be  more  easily  offered  in  their  own  community  or  might 
mean  a  shorter  period  of  time  away  from  their  community. 

An  example  of  this  professional  shift  is  occurring  in  Grant  County.  A  registered 
nurse  from  Monument  attended  a  one  year  PA  program  in  Utah  specifically  de- 
signed for  nurses.  She  is  now  doing  a  clinical  rotation  with  the  John  Day  family 
practice  docs.  When  done  she  will  again  be  available  in  her  community  or  in  other 
parts  of  Grant  County.  We  need  to  bring  these  training  opportunities  closer  to  home 
and  create  more  seamless  transitions  between  professions. 

These  suggestions  go  far  beyond  the  experiments  with  interdisciplinary  and  multi- 
disciplinary  programs  which  are  currently  occurring  elsewhere  in  the  country.  Past 
emphasis  of  these  programs  have  been  to  increase  interprofessional  cooperation  and 
collaboration.  Though  that  is  very  important,  our  suggestions  will  mean  easier  pas- 
sages between  medical  disciplines  and  quicker  moves  along  professional  ladders. 

After  completing  our  assessment  work,  we  found  a  copy  of  the  OHSU  1991  Re- 
vised Strategic  Plan.  We  are  now  very  aware  of  their  interest  in  creating  allied 
health  core  curriculum  in  common  with  other  Oregon  educational  institutions  and 
applaud  their  movements  in  that  direction. 

The  States  will  need  to  deal  with  issues  of  certification  or  licensure  which  will 
occur  due  to  cross-training  or  articulated  curriculum  programs,  but  the  development 
of  these  forms  of  training  will  need  to  be  supported  by  federal  monies.  States  and 
foundations  alone  do  not  have  the  fiscal  provisions  and/or  nationwide  motivations 
to  do  it  on  their  own. 

Assuring  Our  Future  Supply 

Closely  tied  to  the  training  of  health  care  providers  is  the  need  for  even  stronger 
emphasis  on  the  recruitment  of  youth  into  health  professions.  Our  area  has  spots 
of  minority  populations  and  in  addition  to  supporting  recruitment  of  all  rural  youth, 
special  emphasis  needs  to  be  paid  to  those  from  Latino  and  Native  American  Com- 
munities. 

There  must  be  aggressive  rural  student  recruitment  through  mentoring 
and  other  methods  to  facilitate  entry  into  the  health  professions.  *  *  *  Re- 
cruitment should  be  directed  throughout  the  primary  and  secondary  levels, 
working  with  counselors  and  parents,  as  well  as  students,  to  provide  early 
understanding  and  identity  with  health  care  settings  and  the  importance 
of  college-level  preparation  courses  and  college-level  and  professional  edu- 
cation. 

Action  Agenda,  "Interdisciplinary  Development  of  Health  Professionals  to 
Maximize  Health  Provider  Resources  in  Rural  Areas,"  March,  1993. 

Summary 

The  educational  strategies  of  local  training  and  continuing  education,  develop- 
ment of  core  and  articulated  curriculums,  and  recruitment  of  youth  into  health  pro- 
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fessions  will  help  to  assure  both  a  speedy  response  to  change  in  rural  areas  and  a 
long  term  supply  of  practitioners.  , 

ACCESS  AND  DEMAND 

A  true  revolution  in  health  care  reform  will  necessitate  the  need  to  educate  the 
public.  Education  is  the  only  way  to  reduce  both  the  public  need  and  the  public  de- 
mand for  health  care. 

James  F.  Fries,  MD,  professor  of  Medicine  at  Stanford  University  School  of  Medi- 
cine has  emphasized  the  savings  which  can  occur  through  both  preventing  disease 
and  emphasizing  appropriate  use  of  our  medical  system.  He  has  stated  changes  in 
individual  behavior  can  result  in  yearly  health  care  cost  reductions  of  $200  billion. 

Public  Need 

A  coronary  artery  bypass  procedure  costs  $50,000  and  is  a  public  need.  Smoking 
increases  lifetime  health  care  costs  by  $100,000.  Both  of  these  examples  dem- 
onstrate the  illness  burden  in  our  society.  If  the  bypass  can  be  avoided  and  the 
smoker  quits,  significant  amounts  of  money  can  be  saved. 

Preventing  prevalent  chronic  diseases  can  result  in  healthier  individuals  and 
money  savings  to  society.  Prevention  of  many  accidents  and  diseases  comes  through 
the  process  of  educating  individuals  to  assume  responsibility  for  their  own  health. 
Our  knowledge  about  tne  value  of  education  is  not  new,  but  significant  resources 
have  never  been  placed  in  support  of  national  change — particularly  in  comparison 
to  the  resources  brought  to  bear  on  medical  treatment. 

Early  screening  and  detection  programs  have  proven  effective  in  reducing  health 
expenses.  In  our  current  system  medical  expenses  are  frequently  reimbursed  only 
if  illness  exists,  rather  than  when  wellness  is  confirmed.  Changes  in  the  reimburse- 
ment system  need  to  reward  early  screening. 

Public  Demand 

Visitation  to  an  emergency  room  for  a  cold  can  result  in  lab  cultures,  possible 
x-rays,  blood  tests  and  antibiotics.  Significant  savings  in  our  medical  system  can  re- 
sult from  inappropriate  medical  usage. 

Education  is  again  the  key  to  make  sure  individuals  properly  utilize  health  serv- 
ices. When  given  information  and  alternatives,  patients  can  learn  to  select  less 
invasive  and  expensive  strategies  for  care. 

Summary 

Truly  visionary  health  care  reform  must  emphasize  user  education  and  early 
intervention.  Historical  tinkering  with  the  health  care  system  has  always  placed  the 
greatest  emphasis  on  the  supply  side  of  medicine.  If  reform  is  going  to  take  place, 
let  it  be  a  true  reform — one  which  gets  at  the  heart  of  the  issue — taking  care  of  our 
health,  rather  than  just  continuing  to  shore  up  a  system  which  emphasizes  the  ex- 
penses of  illness. 

CONCLUSION 

Any  change  takes  time  and  national  health  care  reform  will  take  a  long  time  to 
work  effectively.  Therefore,  actions  must  be  taken  to  ease  both  the  short  term  and 
long  term  changes.  Assuring  a  supply  of  primary  care  providers  therefore  involves 
multiple  strategies  which  will  allow  quick  responsiveness  to  training  needs  in  rural 
areas  and  continued  recruitment  of  youth  into  medical  professions.  Educated  con- 
sumers will  result  in  further  professional  shifts.  Quality  care  at  lower  cost  will  be 
the  end  result  of  this  emphasis  on  changes  in  both  the  supply  and  demand  aspects 
of  health  care  access. 

RESOURCES 

Fries,  James  F.,  MD,  "Reducing  need  and  demand,"  Healthcare  Forum  Journal, 
November/December,  1993,  p  1&-23. 

Grant,  Richard,  Oregon  AHEC  Deputy  Director,  telephone  interview,  March  30, 
1994.  (medical  student  data  on  next  page). 

Groves,  Richard  and  Norman  Gerber,  Community  and  Regional  Needs  Assess- 
ment Report,  Cascades  East  AHEC,  Fall,  1993. 

"Interdisciplinary  Development  of  Health  Professionals  to  Maximize  Health  Pro- 
vider Resources  in  Rural  Areas,"  prepared  by  Health  Resources  and  Services  Admin- 
istration, March,  1993. 

OHSU  Strategic  Plan,  Revised  September,  1991. 

OHSU  School  of  Nursing  at  Eastern,  Strategic  Planning  Meeting,  November  1, 
1993. 


Pre-clerkship 

Post-clerkship 

Pre-clerkst 

lip 

Post-clerkship 

28 

40 

5 

12 

34 

41 

27 

38 

18 

13 

29 

27 

3 

6 

6 

6 

34 

17 

42 

38 

40 

Recniitment  Summit,  (summit  proceedings)  Northeast  Oregon  AHEC,  September, 
1993. 

Ryman,  Sandy,  "Nursing  Continuing  Education  Needs  Assessment,"  Northeast 
Oregon  AHEC,  March,  1993. 

Smith,  Carole,  "Allied  Health  Professions  Assessment:  A  Look  at  Provider  Short- 
ages and  Continuing  Education  Needs."  Northeast  Oregon  AHEC,  December,  1993. 

OHSU  THIRD  YEAR  MEDICAL  STUDENTS'  PRE-  AND  POST-CLERKSHIP  CAREER  PLANS 

[Current  as  of  first  quarter,  1994] 

Do  you  plan  to  select  a  primary  Do  you  plan  to  practice  in  a 

Response  "^'  'P'"^'''*^'  ^"^''  ''''■ 


Definitely  

Probably  

Unlikely 

Definitely  not 

Not  sure  

STATEMENT  OF  DOUG  OVERLOCK,  MSW,  EXECUTIVE  DIRECTOR,  EAST- 
ERN OREGON  HUMAN  SERVICES  CONSORTIUM 

Senator  HATFIELD.  Mr.  Overlock. 

Mr.  OvERLOCK.  Doug  Overlock. 

Senator  Hatfield.  There  couldn't  be  a  better  place  to  give  testi- 
mony on  RODEO  NET  than  in  Pendleton,  OR. 

Mr.  OvERLOCK.  Nobody  every  forgets  the  name.  I  do  appreciate 
the  opportunity  to  share  with  you  some  of  our  concerns.  I  am  the 
executive  director  of  the  Eastern  Oregon  Human  Services  Consor- 
tium, and  one  of  our  projects  is  the  RODEO  NET  project.  The  East- 
ern Oregon  Human  Services  Consortium  is  a  coalition  of  commu- 
nity health  programs  that  serves  the  earn  one-half  of  the  State.  If 
you  look  at  the  map,  its  roughly  or  western  border  is  roughly  Hood 
River,  Wasco,  Wheeler,  Grant,  and  Harney  Counties.  So  it's  about 
45  percent  of  the  land  mass  and  about  8  percent  of  the  population 
that  the  consortium  serves,  and  we  serve  the  mental  health  pro- 
grams that  operate  in  that  area,  which  is  13  counties,  nine  mental 
health  programs. 

Senator  Hatfield.  And  you  are  located  in 

Mr.  Overlock.  I'm  located  in  La  Grande.  We  also  have  offices 
here  in  Pendleton. 

I  guess  the  good  news  for  us  is  that  the  public  mental  health  has 
in  essence  been  doing  managed  care  for  a  long  time,  particularly 
in  rural  Oregon.  I  think  that  we  can  say  with  some  confidence  that 
for  the  most  part  there  has  been  universal  coverage  for  the  men- 
tally ill  in  rural  Oregon  for  a  very  long  time  and  the  mental  health 
program  is  publicly  funded  through  the  State  office  of — well,  the 
department  of  human  resources,  and  through  funding  from  Medic- 
aid, Medicare,  et  cetera,  has  been  providing  services  to  folks,  as 
needed,  for  a  very  long  time. 

One  of  the  difficulties  that  we  are  facing  as  we  hurl  down  this 
road  toward  managed  care  and  health  care  reform  is  that  we  are 
rapidly  moving  from  a  publicly  funded  and  publicly  operated  men- 
tal health  system  to  a  privately  funded  and  privately  operated 
health  care  system.  And  that's  not  a  bad  thing. 
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And  I  for  one  as  a  public  employee  look  forward  to  the  changes 
taking  place.  I  think  strictly  on  a  personal  basis,  I  look  forward  to 
some  more  merit  based  compensation  plans  and  all  those  things  go 
with  a  privately  funded  operation. 

However,  if  we're  going  to  be  serious  about  remembering  what 
we're  here  for  and  that  we  are  not  here  to  keep  our  jobs  but  we 
are  here  to  serve  a  vulnerable  population,  we  need  to  remember 
the  needs  of  the  severely  and  the  persistently  mentally  ill,  which 
is  what  the  mental  health  programs  serve.  That's  what  we  need 
now,  as  we  are  moving  very  quickly  down  on  this  train,  that  we 
remember  that  we  are  here  to  serve  that  vulnerable  population. 

We  are  in  the  publicly  financed  mental  health  system,  as  we  are 
looking  forward  to  the  chance  to  compete  in  the  open  and  emerging 
marketplace  of  health  care  reform,  and  we  are  moving  into  what 
is  very  soon,  we  are  probably  not  going  to  be  talking  about  mental 
health  programs,  we  are  going  to  be  talking  about  behavioral 
health  programs,  some  of  the  things  that  Sandy  was  describing 
about  changing,  or  working  with  folks  to  change  their  behaviors 
around  smoking  and  weight  control  and  all  of  those  sorts  of  things. 
And  we  look  forward  to  those.  Those  are  going  to  be  great  opportu- 
nities for  us. 

But  we  have  to  remember  that  there  is  that  core  population  that 
still  needs  a  significant  amount  of  services.  And  health  care  reform 
generally  has  not  done  a  very  good  job  of  addressing  the  chronic 
needs  of  folks,  be  they  mentally  ill  or  physically  ill.  We  still  tend 
to  think  usually  in  that  acute  sense,  as  to  how  health  care  should 
be  delivered  and  not  do  a  very  good  job  of  thinking  in  terms  of 
chronicity. 

I  think  that  is  one  of  the  messages  that  I  would  feel  compelled 
to  share,  is  that  we  need  to  take  a  very  serious  look  at  how  we  deal 
with  our  chronic  populations,  wherever  they  may  be. 

The  issue  with  shifting  from  public  to  private  also  has  to  do  with 
this  notion,  this  parallel  train  that's  been  running  for  a  while  in 
terms  of  reinventing  Government  and  Government  should  act  like 
a  business,  et  cetera,  and  as  I  said,  we're  willing  to  pick  up  the 
mantle  and  go  with  that.  However,  we  don't  have  the  infrastruc- 
ture right  now  to  do  it. 

I'm  very  intrigued  to  know  more  about  the  health  care  innova- 
tions project  and  how  that  might  be  able  to  be  used  for  publicly 
funded  mental  health  programs  to  build  some  infrastructure.  We 
have  a  great  need  to  develop  some  outcomes  of  technology  and  to 
develop  management  information  systems.  All  of  those  mental 
health  clinics  in  eastern  Oregon  need  to  be  joining  together  with 
some  sort  of  common  management  information  system,  if  they  are 
going  to  compete  on  any  kind  of  rational  basis  in  an  emerging  envi- 
ronment marketplace. 

So  I  would  really  like  to  learn  a  lot  more  about  that  and  see  how 
that  might  meld  into  some  of  our  needs  out  here. 

Senator  Hatfield.  We  have  particularly  the  case  you  cite  in 
mind  in  trying  to  create  this  kind  of  a  network,  and  our  staff  will 
be  happy  to  provide  you  with  additional  information  on  that. 

Mr.  Overlook.  That  would  be  great. 

Senator  Hatfield.  We  invite  your  input.  This  is  not  locked  into 
concrete.  We're  really  floating  the  concept,  trying  to  get  feedback 
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from  people  like  you  who  are  trying  to  deal  with  real  health  care 
needs  on  a  day-to-day  basis. 

Mr.  OvERLOCK.  Well,  it's  not  just  Oregon  that's  going  to  be  facing 
this.  This  is  nationwide.  If  it's  opened  up  that  way,  I  can  guaranty 
that  there  will  be  lots  of  competition  for  those  funds  to  try  to  de- 
velop those. 

Along  the  same  lines,  as  we  move  into  planned  care,  consumers, 
self-advocacy  is  a  very  important  point  for  us  in  the  mental  health 
care  delivery  system. 

In  the  past,  I  think  there's  also  been  sort  of  a  fraternizing  atti- 
tude taken  toward  consumers,  as  we  call  them;  clients,  patient, 
whatever  we've  called  them  in  the  past.  Those  days  are  really  over. 
Certainly  on  a  Federal  level,  there  needs  to  be  some  rational  poli- 
cies. It's  clearly  a  case  where  the  technology  has  outstripped  our 
ability  to  really  make  the  changes  that  need  to  be  made. 

A  glaring  example  is  SSI  disability,  where  we  penalize  people  for 
going  out  and  working  and  serving  in  the  community  and  achieving 
the  kind  of  helpful  work  that  all  of  us  crave  and  all  of  us  want. 
We,  in  fact,  penalize  them. 

We  need  to  recognize  that  mental  health,  mental  illness  is  not 
a  toggle  switch  that  we  just  turn  on  and  off  at  a  certain  age,  and 
a  person  that  goes  back  to  the  chronicity  issue.  It  is  not  something 
that  is  just  on  and  stays  on,  but  it's  a  periodic  episodic  sort  of  con- 
dition that  requires  occasional  treatment,  but  can  also  be  inter- 
spersed with  long  periods  of  health.  And  we  need  to  recognize  that 
our  technology  is  chained  with  drug  therapy  and  whatnot,  so  better 
care  for  folks,  allow  them  to  be  more  integrated,  a  better  part  of 
our  community. 

The  RODEO  NET  project,  which  is  sort  of  the  last  thing  I  want- 
ed to  talk  about,  is  a  telemedicine  project,  and  it  is  the  only 
telemedicine  project  in  the  Nation  that  specifically  addresses  men- 
tal health  needs.  It  was  designed  for  mental  health  needs  and  ad- 
dresses them  exclusively.  It  is  a  rural  health  outreach  grant.  It  was 
one  of  the  first  round  that  came  along,  and  our  funding  is  sched- 
uled to  evaporate  September  30. 

Senator  Hatfield.  Who  funds  it? 

Mr.  OvERLOCK.  Office  of  rural  health  policy.  We  were  in  the  first 
round.  And  our  funding  evaporates  September  30.  I  have  no  doubt 
and  no  question  that  telemedicine  is  here  to  stay,  and  our  data  can 
back  it  up. 

And  I  have  brought  a  book  which  I  would  like  to  leave  with  you 
all  that  has  our  outcome  data  and  that  sort  of  thing.  Telemedicine 
is  here  to  stay.  It's  another  train  down  another  track  but  is  not 
going  to  be  stopped.  And  the  issue  around  telemedicine  that  I  think 
that  is  particularly  important  is  that  it's,  in  these  rural  environ- 
ments, these  rural  communities,  the  cutting  edge  of  health  care  is 
clearly,  has  to  do  with  information  technology.  It's  not  so  much 
health  reform  or  actually  I  consider  it  health  care  financing  reform, 
not  health  care  reform,  but  actually  if  these  small  communities  are 
going  to  compete,  be  able  to  attract  folks  into  their  locales,  they  are 
going  to  have  to  have  the  information  infrastructure  that's  going  to 
be  attractive  enough  and  be  able  to  in  essence  create  a  virtual  hos- 
pital anywhere  in  the  State,  anywhere  in  the  country. 
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And  we,  in  fact,  have  the  technology  now  that  allows  us  to  do 
that.  What  we  lack  is  the  will  and,  of  course,  the  resources  to  make 
that  happen. 

So  my  call  is  to  suggest  that  we  need  to  beef  up  the  information 
infrastructure  in  these  small  communities.  A  lot  of  these  folks  have 
antiquated  telephone  systems  that  simply  cannot  compete. 

What  we  use  on  the  RODEO  NET  system  is  the  Oregon  Ed-Net 
system.  We  have  grafted  the  RODEO  NET  system  onto  the  Ed-Net 
system.  But  even  the  Oregon  Ed-Net  system  doesn't  cover  certain 
communities,  like  Fossil,  Condon,  Heppner. 

If  we  don't  beef  up  the  infrastructure  in  those  communities  now, 
these  communities  are  barely  hanging  on  by  their  fingernails  now, 
if  we  don't  do  it  now,  I  don't  know  when  we're  going  to  be  able  to 
do  it. 

So  there  are  a  number  of  things  on  the  Federal  level  that  can 
be  mandated  that  as  carriers  update  their  systems  and  not  put  all 
the  cookies  in  the  cookie  jar  in  the  urban  areas  but  make  sure 
there  is  equal  access  and  equity  of  services  for  the  information  in- 
frastructure statewide. 

Senator  HATFIELD.  Can  you  benefit  from  the  biomedical  informa- 
tion center  at  OSHU? 

Mr.  OvERLOCK.  Yes;  we  have  in  the  past,  and  I  meant  to  mention 
that  we're  quite  grateful  for  the  grant  program  under  the  Center 
for  Advanced  Telemedicine  Research.  I  think  you  were  instrumen- 
tal in  securing  some  of  that  funding.  And  I  think  that  is  exactly 
the  sort  of  thing  that  we  need  to  be  able  to  beef  up.  That's  frankly 
the  only  appropriate  use  for  a  lot  of  the  urban  based  continuing  de- 
velopment things  that  we  have  right  now.  We  don't  need  more 
bricks  and  mortar  in  Portland.  What  we  need  is  more  ways  to  move 
the  information,  rather  than  the  people,  into  Portland,  we  need  to 
move  the  information  out  into  the  communities. 

Senator  HATFIELD.  I'm  glad  you  said  two  ways.  Because  it's  not 
that  all  of  the  wisdom  is  up  there  on  the  hill  in  Portland,  they  need 
the  input  from  rural  Oregon. 

I  had  that  demonstrated  well  sometime  back  when  a  doctor  in 
Lakeview,  OR,  through  the  Ed-Net  system  was  teaching  a  fourth 
year  class  on  the  hill  in  Portland.  He  had  his  patient  there.  There 
was  interchange  between  these  students  and  the  doctor  in 
Lakeview  on  this  particular  type  of  malady  that  he  was  teaching. 
They  had  both  the  visual  and  the  audio.  And  it  was  like  having  the 
doctor  there,  frankly,  in  that  classroom.  And  so  the  Oregon  Health 
Science  University  was  benefiting  from  the  input  of  that  doctor  in 
Lakeview. 

Mr.  OvERLOCK.  That's  right.  And  that's  exactly  the  sort  of  appli- 
cation, because  as  I  said,  we  have  been  doing  managed  care  for  a 
very  long  time,  and  that's  exactly  how  I  think,  there  are  some 
things,  lessons  to  be  learned  in  urban  areas. 

So,  finally,  I  just  want  to  say  that  I  hope  that  in  our  head-long 
rush  toward  health  care  reform,  that  we  remember  the  needs  of  the 
severely  persistently  mentally  ill  and  we  treat  them  with  some  eq- 
uity and  some  fairness  in  the  continuing  debate. 

Senator  Hatfield.  Mr.  Overlock,  it's  not  something  new  to  you, 
but  I  can't  help  but  take  this  opportunity  to  again  illustrate  pure 
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economics,  if  we're  not  interested  in  the  humanitarian  aspects  for 
the  care  for  the  mentally  ill  and  those  who  suffer  from  all  illness. 

I  have  often  shared  the  fact  that  my  father  had  had  Alzheimer's 
prior  to  his  death,  and  so  I  had  a  particular  interest  in  Alzheimer's 
disease,  and  I  found  that  there  was  little  research  on  Alzheimer's 
being  supported  at  the  Federal  level.  Over  about  the  last  10  years, 
we  have  built  Alzheimers  funding  up  to  $300  million  in  research, 
and  made  tremendous  progress.  But  $300  million  in  research  to 
find  the  cure  for  a  disease  which  will  cost  $90  billion  this  year  for 
care  of  the  victims  of  Alzheimer's  is  not  enough.  I  mean,  you  can 
see  the  cost/benefit  ratio  pretty  dramatically. 

And  we  can  go  disease  by  disease,  whether  it's  diabetes  or  wheth- 
er it's  multiple  sclerosis  or  whatever  it  is,  the  investment  in  a  cure 
is  the  ultimate  cost  containment  of  health  cure. 

And  if  you  look  today  at  what  polio  is  costing  us  or  diphtheria, 
unfortunately  we  thought  we  had  won  the  battle  for  TB  and  now 
we  are  having  tremendous  resurgence  of  new  strains  of  TB,  which 
could  reach  epidemic  proportions. 

But  the  point  is  simply  that  I  believe  that  the  Clinton  health 
plan,  which  did  not  initially  contain  a  substantive  medical  research 
component,  and  the  Chaffee  plan,  which  is  one  of  the  Republican 
plans  in  the  Senate,  did  not  include  one  until  the  night  before  we 
presented  it  to  the  media,  have  missed  the  cornerstone  of  health 
cost  containment,  medical  research.  And  no  plan  can  be  com- 
prehensive that  doesn't  address  the  relationship  between  cure  and 
better  treatment  to  the  ultimate  cost. 

And  so  that  led  Senator  Harkin  of  Iowa  to  join  me  in  bipartisan 
proposal.  We  have  introduced  now,  legislation  to  setup  a  medical 
research  trust  fund  to  augment  the  normal  appropriations  level  for 
medical  research.  We  are  closing  in  on  the  threshold  of  finding 
some  solutions,  particularly  with  advances  in  genetic  mapping. 
This  gives  us  a  whole  new  arena  for  progress. 

Of  course,  this  to  me  is  one  of  the  most  exciting  things,  and  why 
we've  struggled  to  bring  research  into  the  Oregon  Health  Science 
University,  and  to  make  it  a  premier  research  center.  When  we 
have  finished  the  250,000  square  feet  of  the  current  neurological 
research,  or  neurosensory  research  institute,  we  are  going  to  be 
well  equipped  infrastructurewise,  to  then  really  draw  in  the  top 
type  of  researchers.  We  are  already  doing  this. 

Two  of  the  top  Harvard  breast  cancer  research  people  have  now 
come  to  the  Oregon  Health  Sciences  University.  We  are  competing 
with  Harvard,  Stanford,  all  the  big  ones,  to  get  qualified  higtJy 
skilled  people  to  come  to  Oregon.  That's  my  life  long  dream,  to 
make  this  State  a  premier  medical  research,  service,  and  edu- 
cational delivery  center. 

Mr.  Overlook.  And  by  beefing  up  the  telecommunications,  you 
can  bring  all  of  that  out 

Senator  HATFIELD.  It's  a  key.  Fundamental  key.  Thank  you.  Mr. 
Overlock? 

Mr.  Overlook.  Thank  you. 

[The  statement  follows:] 
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Statement  of  Doug  Overlook 

Senator  Hatfield,  distingmshed  guests:  I  appreciate  the  opportunity  to  share  with 
you  some  of  the  concerns  facing  the  mental  health  providers  of  rural  Oregon  as  we 
move  into  health  care  reform,  the  Oregon  Health  Plan,  and  statewide  constraints 
brought  on  by  Ballot  Measure  5. 

For  some  of  us,  this  is  the  most  exciting  period  in  our  careers.  We  are  clearly  liv- 
ing through  a  generational  shift  in  the  mind  set  and  method  of  delivering  health 
care  services.  For  those  of  us  who  have  struggled  long  and  hard  to  have  mental 
health  care  integrated  into  the  general  health  care  system,  the  future  looks  bright. 
Clearly  the  move  to  managed  care  and  capitated  rates  will  result  eventually  in 
greater  access  to  mental  health,  or  as  we  need  to  become  accustomed  to  saying,  "be- 
havioral health"  services. 

If  we  look  at  the  future  only  through  the  eyes  of  providers,  then,  it  is  indeed 
bright:  we  can  look  forward  to  much  greater  access  to  behavioral  health  services  by 
the  total  population,  increasing  technology  to  better  evaluate  our  outcomes  and  ef- 
fectiveness, and  an  overall  increase  in  the  mental  health  of  the  population  as  the 
medical  community  and  the  behavioral  health  community  begin  to  recognize  and 
build  on  common  needs  and  strengths. 

But  in  our  headlong  rush  to  control  cost  and  create  a  predictable  future  (remem- 
bering that  health  care  reform  is  really  finance  reform),  we  must  take  steps  to  in- 
sure that  our  most  vulnerable  populations  are  not  left  behind.  In  our  zeal  to  save 
money,  we  must  also  improve  lives. 

In  the  public  mental  health  arena,  the  lives  we  work  to  improve  are  largely  those 
of  the  severely  and  persistently  mentally  ill.  This  population  has  been  neglected  and 
ignored  by  the  private  health  care  system.  This  is  natural,  most  of  these  individuals 
do  not  work  for  employers  with  health  insurance  and  therefore  have  been  invisible. 

As  we  move  closer  to  universal  coverage,  the  needs  of  this  population  must  be  rec- 
ognized and  protected. 

Treatment  for  the  severely  and  persistently  mentally  ill  has  long  been  provided 
by  county  operated.  State  and  federally  financed  community  mental  health  pro- 
grams (CMHP).  In  eastern  Oregon,  we  have  nine  CMHP's  serving  13  counties.  Each 
CMHP  has  a  local  flavor  and  is  responsive  to  local  conditions  while  operating  under 
broader  Medicaid  rules  and  other  regulations. 

The  fact  that  CMHP's  in  Oregon  have  been  governmental  entities  put  them  at  a 
competitive  disadvantage  in  moving  into  an  open  marketplace.  Whether  we  like  to 
admit  it  or  not,  public  budgeting  laws,  open  meeting  laws,  a  sluggish  merit  system 
for  employees  and  large,  non-negotiable  benefits  packages  make  straight  competi- 
tion difficult  at  best. 

Normally  this  would  not  be  a  problem.  In  a  clear  capitalistic  model,  we  could  sim- 
ply allow  the  private  sector  to  assume  the  role  of  provider  and  be  done  with  it. 

Unfortunately,  its  not  so  easy.  There  is,  at  least  for  the  short  term,  no  replace- 
ment for  the  CMHP's  in  serving  this  population.  The  large  health  care  providers  do 
not  know  these  individuals.  They  are  not  the  traditional  covered  enrollees  who  expe- 
rience periodic  situational  distress  requiring  brief  therapy.  These  consumers  suffer 
from  chronic  conditions,  such  as  schizophrenia  and  bipolar  disorder,  requiring  var- 
ious and  periodic  interventions. 

So,  what  can  we  do?  The  CMHP's  of  the  region  have  accepted  the  challenge  and 
most  are  moving  toward  become  private,  non-profit  organizations,  as  is  the  consor- 
tium. However,  because  they  have  operated  in  a  public  system,  they  do  not  have 
the  capital  to  alter  the  changes  taking  place.  Outcome  technology,  management  in- 
formation systems,  and  telemedicine  services  are  just  three  examples  of  emerging 
and  soon  to  be  common-place  technologies  that  are  simply  beyond  the  reach  of  small 
rural,  mental  health  programs.  We  have  begun  to  forge  new  partnerships  with  well- 
capitalized  HMO's  to  help  ups  finance  the  changes  taking  place.  But  the  message 
we  would  like  to  offer  the  committee  is  that  health  care  reform,  to  be  effective  and 
truly  contain  costs,  must  address  the  needs  of  this  chronic  population  and  the  public 
mental  health  programs  are  the  only  agencies  with  the  history  and  the  mandates 
to  serve  this  population.  If  public  agencies  are  to  act  like  business,  they  must  be 
given  the  tools  to  do  just  that.  And  that  must  include  access  to  capital  to  finance 
changes  in  their  businesses. 

In  eastern  Oregon,  we  are  continuing  to  find  new  ways  to  deliver  cost-effective 
services  and  thereby  compete  in  the  emerging  marketplace.  Two  methods  of  reduc- 
ing costs  I  would  like  to  just  mention  today,  with  a  hope  that  at  some  later  time 
we  could  discuss  in  more  detail  are  consumer  advocacy  and  empowerment,  and 
telemedicine. 

Consumer  involvement  in  services  delivery  is  no  longer  just  a  nice  idea.  It  is  a 
permanent  change  in  the  way  mental  health  services  are  provided.  We  actively  so- 
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licit  the  input  of  consumers  in  the  planning  and  delivery  of  services  in  the  region 
on  a  routine  basis.  It  just  makes  good  business  sense.  The  patronizing  past  is  over 
for  the  mentally  ill. 

Regrettably,  consumer  advocacy  is  another  area  where  the  technology  outstrips 
our  ability  to  absorb  the  change.  Disincentives  to  consumers  working  in  the  behav- 
ioral health  field  remain  as  enormous  barriers  to  full  integration  of  consumers  in 
care.  The  most  obvious  is  the  loss  of  SSI-Disability  status  if  a  consumer  earns  a  liv- 
ing wage  working  in  the  community.  The  SSI-Disability  criteria  assumes  all  disabil- 
ity, including  persistent  mental  illness,  to  be  a  permanent  condition.  But  mental  ill- 
ness is  not  a  toggle  that  gets  switched  on  once  at  age  21  and  is  left  on  forever.  It 
is  a  treatable,  episodic  condition  which  may  be  characterized  by  long  periods  of 
health  interspersed  with  short  periods  of  illness.  We  need  to  review  and  refine  our 
income  maintenance  system  to  insure  dignity  and  fairness  for  the  consumers  we 
serve. 

Telemedicine  services  are  rapidly  becoming  more  commonplace  nationwide.  The 
Eastern  Oregon  Human  Services  Consortium's  RODEO  NET  Project,  however,  re- 
mains the  only  telemedicine  service  in  the  nation  devoted  exclusively  to  mental 
health  services.  Our  results  have  been  impressive  thus  far,  and  we  look  forward  to 
continuing  provided  we  can  find  the  funding  for  the  short  term.  There  is  little  ques- 
tion that  telemedicine  services  are  cost-effective  and  will  be  provided  in  the  long- 
term.  The  evidence  we  have  thus  far  has  shown  a  significant  cost  savings  in  deliver- 
ing telemedicine  services  compared  to  traditional  services  in  rural  areas,  with  no 
loss  of  treatment  effectiveness.  Long  term,  we  are  confident  that  telemedicine  will 
be  standard  operating  procedure  in  rural  Oregon,  but  we  have  significant  barriers 
to  overcome. 

These  barriers  include  the  antiquated  phone  systems  of  rural  Oregon,  forcing  us 
to  limit  our  systems  to  satellite  based  technologies  rather  than  fiber  optic  based 
services.  There  is  probably  no  other  policy  guideline  that  the  committee  can  insist 
upon  that  will  have  more  long-term  benefit  to  rural  Oregon  than  to  require  stand- 
ardization and  equal  access  to  telecommunications  services  nationwide,  including 
our  rural  communities.  We  would  never  accept  a  potholed,  sub-code  freeway  be- 
tween Boardman  and  Pendleton  just  because  it  services  a  rural  area.  Why  should 
we  allow  substandard  services  into  Fossil  and  Burns  just  because  they  are  real?  The 
industry  answer,  of  course,  is  that  the  volume  doesn't  warrant  the  expense.  And  un- 
like freeways,  where  most  of  the  traffic  passes  through,  effective  service  to  Burns 
and  Fossil  is  a  dead  end  route. 

But  this  is  exactly  why  insistence  on  such  policies  is  so  important.  If  as  public 
policy  we  allow  the  communities  of  rural  Oregon  that  are  hanging  on  by  their  fin- 
gernails now  to  live  or  die  in  the  emerging  information  marketplace  based  solely  on 
market  forces,  when  can  we  expect  them  to  catch  up? 

And  information  access  has  everything  to  do  with  effective  health  care  delivery 
in  rural  Oregon.  The  cognitive  leap  we  must  make  in  rural  health  care  is  that  the 
new  frontier  is  not  in  health  technology  but  information  technology.  The  success  or 
failure  of  new  rural  health  care  models  depends  far  more  on  our  telecommunications 
infrastructure  than  on  new  surgical  techniques  or  shiny  new  MRI's. 

In  summary,  then,  we  who  are  involved  in  rural  behavioral  health  care  look  for- 
ward with  anticipation  to  a  better  future  under  managed  care.  The  barriers  of  anti- 
quated infrastructure,  lack  of  capital,  and  creation  of  new  alliances  will  mean  sig- 
nificant challenges  ahead.  But  the  ultimate  goal  of  universal  access  and  effective 
cost-containment  will  make  the  struggle  worthwhile.  Let  us  just  remember  our 
noble  goals,  and  the  foundations  of  public  policy  that  have  been  forged  in  this  nation 
since  the  1963  Community  Mental  Health  Act  which  mandated  that  our  most  vul- 
nerable citizens  deserved  a  life  of  choice,  dignity,  and  equity. 

STATEMENT  OF  DAVID  B.  STILL,  MS,  CRC,  HEALTH  SERVICES  ADMIN- 
ISTRATOR, UNION  COUNTY  CENTER  FOR  HUMAN  DEVELOP- 
MENT, LA  GRANDE,  OR 

Senator  Hatfield.  Union  County.  We  have  representation  here 
from  Union  County  today  on  our  panel,  so  we  appreciate  it. 

Mr.  Still.  Thank  you.  I  was  asked  to  talk  about  the  public 
health  piece.  I  represent — I'm  the  health  services  administrator  for 
Union  County,  and  in  that  role  have  had  opportunity  to  work  with 
both  the  public  health  system  as  well  as  mental  health.  I  have  an 
integrated  center,  which  incorporates  all  the  public  health  services 
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as  well  as  mental  health  and  developmental  disabilities,  Veterans' 
services. 
Also  we  have  another  program,  the  kind.  Center  for  Declaring  In- 

nocence. 

Public  health,  as  we  talk  about  health  care  reform,  I  think  it's 
important  to  think  of  public  health  in  light  of  the  community  is  our 
patient,  as  opposed  to  individual  service  delivery,  which  is  a  very 
important  thing  in  terms  of  sickness  care.  Here  we  are  focusing  on 
the  needs  of  the  community  as  a  whole. 

And  also  it's  also  part  of  the  public  health  role  to  try  to  help  us 
fmd  access  to  services,  and  they  may  often  be  primary  care  kinds 
of  services. 

And  in  that  role  Union  County  recently  has  worked  with  OSHU 
School  of  Nursing  and  Grande  Ronde  Hospital,  as  well  as  the 
AHEC  in  helping  to  develop  a  primary  care  clinic  in  Union  that's 
staffed  by  nurse  practitioners.  So  that's  one  of  our  current  efforts 
to  extend  access  in  a  rural  area,  and  it's  one  of  those  medically  un- 
derserved  areas  of  the  county.  And  we  have  in  the  past  had  physi- 
cians there. 

But  also  in  terms  of  kind  of  some  of  the  current  effective  Federal 
programs  that  we're  involved  with  that  I  see  are  real  important, 
kind  of  sit  here  at  the  table  as  we  talk,  maybe  reiterating,  that  the 
area,  the  northeast  Oregon  AHEC  has  been  a  real  useful  tool  in 
terms  of  bringing  folks,  we  serve  like  a  clinic,  practice  site  for  some 
of  the  folks  that  come  out,  and  also  a  lot  of  training  that's  provided 
through  AHEC  is  really  useful,  and  what  I  have  found  is  that  we're 
beginning  to  develop  a  culture,  a  rural  culture  that  people  are 
starting  to  talk  to  each  other,  people  are  starting  to  consider  new 
ideas,  new  ways  of  networking  and  relating,  that  just  didn't  exist 
prior  to  AHEC's  arrival  on  the  scene. 

Kind  of  one  of  the  sort  of  maybe  precursors  to  AHEC,  we  had  a 
positive  experience  with  this,  was  the  Oregon  Health  Science  Uni- 
versity, along  with  Eastern  Oregon  State  College  School  of  Nurs- 
ing, effort  that  came  out  in  the  early  1980's,  that  program  I  think 
demonstrated  to  us  kind  of  concretely  that  people  stay  where  they 
are  trained.  And  for  us,  that's  been  a  real  manpower  boon. 

I've  kind  of  been  in  one  of  the  enviable  positions  in  eastern  Or- 
egon of  having  not  a  difficulty  in  recruiting  like  public  health 
nurses  or  nurse  practitioners,  simply  because  of  being  an  active 
participant  in  the  training  programs  that  are  there.  Folks  want  to 
stay,  and  in  terms  of  sort  of  dealing  with  burnout  issues  for  provid- 
ers, my  experience  has  been  that  to  the  extent  we  kind  of  give 
them  roles  as  teachers  and  collaborators  with  students,  that  ener- 
gizes folks  in  ways  that  may  be  more  satisfying  than  simply  chop- 
ping the  wood  out  there  on  the  front  by  yourself. 

And  so  that's  another  kind  of,  helps  to  extend  job  satisfaction 
and  helps  to  keep  folks  in  rural  areas  that  might  otherwise  respond 
to  better  financial  offers  in  other  areas. 

So  those  particular  vehicles,  along  with  Ed-Net,  the  RODEO 
NET,  which  is  through  Ed-Net,  is  in  association  with  Ed-Net,  has 
been  a  real  boon  for  us. 

For  example,  on  RODEO  NET,  we  have  now  the  capacity  to  do 
psychiatric  consultation.  You  know,  in  rural  areas,  we  would  be 
able  to  get  information  from  the  hill  or  from  other  arenas,  that  just 
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were  not  available  in  years  past.  And  one  of  the  problems  we've 
really  had  on  the  mental  health  side  of  the  thing,  historically,  is 
getting  adequate  psychiatric  coverage  out  here. 

And  this  is,  for  example,  in  addition  to  just  to  using  it  in  a  clini- 
cal setting,  we  are  also  using  it  in  a  judicial  setting.  One  of  the 
problems  we  sometimes  are  faced  with,  we  have  to  do  commitment 
hearings  on  occasion  for  folks  who  are  severely  mentally  ill.  And 
the  transportation  sometimes,  you  know,  to  make  this  all  come  to- 
gether, is  a  real  task. 

And  by  having  this  vehicle,  we're  able  very  often  to  have  a  much 
more  humane  and  reasonable  kind  of  process  that's  much  less  dis- 
turbing to  the  patient. 

But  the  other  thing  in  terms  of  like  what  are  my  concerns  in 
terms  of  as  we  look  at  the  future,  you  know,  I'm  really  pleased  to 
see  that  nationally,  you  know,  that  we  do  support  health  care  re- 
form. But  one  of  the  things  I  think  that  concerns  me  is  a  real — 
and  speaking  again  from  the  public  sector,  is  that  it's  real  impor- 
tant I  think  that  we  have  a  public  health  set  aside,  that  we  need 
an  infrastructure  for  doing  the  public  health  functions,  which  are 
really  to  keep  people  safe  and  healthy,  and  basically  can  prevent 
lots  of  money  in  sickness  care. 

We  need,  like  for  example,  to  make  sure  we're  monitoring,  health 
monitoring,  making  sure  that  we've  got  a  proper  immunization 
level  in  our  populations,  making  sure  that  we  contract  commu- 
nicable disease  appropriately,  and  also  do  the  necessary  commu- 
nication part.  That's  a  real  critical  piece. 

That  I  think  sometimes  in  the  sort  of  rush  to  privatize,  there's 
a  lot  of  focus  on  service  delivery,  that  it's  easy  to  lose  the  impor- 
tant— that  critical  function  of  health  monitoring  that  we  have  a  re- 
sponsibility, that's  kind  of  gotten  us  here.  You  mentioned  TB  and 
how  we've  had  a  slide-back  on  that.  You  know,  basically,  in  part, 
that  was  because  we  got  good,  and  we  thought  we  had  done  it,  and 
we  let  go  too  soon,  only  to  see  that  now  that's  something  that  we're 
going  to  have  to  continue  to  pay  attention  to. 

The  issues — I  think  there's  another  issue  that's  probably  more 
unique  to  this  geographic  area,  and  that  simply  has  to  do  on  the 
environmental  health  side,  as  we  sit  here  close  to  Hanford,  and  you 
know  with  the  downwinder  issue  and  the  transportation,  you  know, 
the  moving  of  nuclear  stuff  through  our  communities,  it  makes  us 
a  bit  anxious  to  sit  here  without  adequate  sort  of  response  to  those 
issues.  But  in  all,  I  really  appreciate  the  opportunity  to  present 
this  testimony  to  you  today.  Thank  you. 

Senator  Hatfield.  Thank  you  very  much.  I  want  to  commend 
you  on  your  testimony,  and  to  highlight  one  of  the  statements  in 
your  own  written  testimony,  and  that  is  elevating  the  issues  of  vio- 
lence and  injury  as  a  public  health  issue.  They  are  so  often  thought 
of  as  only  urban  issues.  Now  we  are  beginning  to  recognize  how 
they  have  permeated  the  entire  society.  I  remember  getting  a  spe- 
cial grant  for  a  study  of  gang  problems  in  Ontario,  OR,  as  well  as 
Portland,  OR.  But  that's  important. 

Let  me  ask  you,  what  impact  would  a  freeze  have  on  what  we 
call  the  public  health  programs  administered  by  CDC,  in  the  next 
fiscal  year?  The  President's  budget  proposes  a  freeze  for  1995  at 
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the  level  of  1994.  How  would  you  perceive  that  to  impact  Union 
County  Public  Health? 

Mr.  Still.  Well,  we  rely  very  strongly  on  CDC.  That  is  our  sort 
of  data  center  and  does  a  lot  of  research  for  us.  And  so  in  that 
sense,  it's  kind  of  our  lifeblood  to  being  connected  to  the  rest  of  the 
system.  And  without  it,  we  need  this  at  the  Federal  level  as  well 
as  at  the  State  in  order  to  manage  illness.  Because  otherwise  it 
can — ^you  need  all  three  pieces,  particularly  related  to  the  epidemio- 
logical studies.  So  from  that  perspective,  it  would  hurt. 

Senator  HATFIELD.  Thank  you. 

[The  statement  follows:] 

Statement  of  David  B.  Still 

Thank  you  for  the  opportunity  to  provide  testimony  on  the  unique  needs  and  serv- 
ices of  rural  health  care  as  it  relates  to  national  health  care  reform. 

As  you  requested,  I  will  address  my  comments  to  the  following  topics: 

Currently  efforts  to  improve  rural  health  care  delivery  in  Eastern  Oregon: 

One,  Union  County  is  implementing  an  integrated  Public  Health  service  delivery 
system  that  integrates  public  health,  mental  health,  alcohol  and  drug,  developmen- 
tal disabilities,  veterans'  services,  and  primary  prevention  services  to  families  and 
children.  These  services  are  provided  in  a  one  stop  shopping  center  format  that  pro- 
motes easy  access  and  service  coordination. 

Two,  Union  County  is  implementing  the  Oregon  Health  Plan  to  all  of  its  Medicaid 
eligible  population  using  a  managed  care  model. 

Effectiveness  of  current  federal  programs  designed  to  implement  rural  health 
care: 

One,  the  Northeast  Oregon  Area  Health  Education  Center  (AHEC)  is  working 
very  hard  to  train  primary  care  practitioners  in  a  rural  health  care  setting.  As  we 
know,  practitioners  tend  to  stay  where  they  are  trained. 

Two,  RODEO  NET  is  a  federally  funded  telecommunications  system  that  allows 
for  psychiatric  consultation  in  rural  areas  as  well  as  providing  an  important  train- 
ing vehicle  for  all  the  medical  disciplines. 

Three,  the  OHSU  nursing  program  at  Eastern  Oregon  State  College  is  a  very  ef- 
fective vehicle  for  training  nurses  and  family  nurse  practitioners.  Most  of  these  folks 
are  staying  in  Eastern  Oregon  and  serving  as  primary  care  practitioners  which 
helps  with  our  manpower  shortage. 

Concerns  about  future  challenges  rural  health  care  will  face: 

One,  we  support  national  health  care  reform. 

Two,  we  support  a  six  percent  set  aside  for  public  health  services.  This  set  aside 
is  necessary  to  help  protect  the  public's  health  through  such  activities  as  contact 
tracing  of  communicable  diseases.  Assuring  that  the  public  is  adequately  immu- 
nized, etc. 

Three,  evaluate  cost  of  supplies.  We  have  seen  recent  evidence  of  price  gouging 
in  some  of  our  family  planning  supplies. 

Four,  decategorize  federal  funding  so  that  we  can  more  efficiently  use  this  re- 
source. 

Five,  we  need  to  pay  more  attention  to  injury  and  violence  as  public  health  issues. 

Six,  we  need  special  consideration  given  our  geographic  location  as  it  relates  to 
radiation  and  other  environmental  hazards  given  our  proximity  to  Hanford  and  the 
need  to  mount  an  emergency  response  effort  as  well  as  responding  to  "down  wind- 
ers". 

Seven,  we  need  to  expand  funding  for  environmental  health  monitoring  including 
drinking  water  and  indoor  air. 

STATEMENT  OF  LYNN  READ,  MANAGER,  MANAGED  HEALTH  CARE 
UNIT,  OFFICE  OF  MEDICAL  ASSISTANCE  PROGRAMS,  OREGON 
DEPARTMENT  OF  HUMAN  RESOURCES 

Senator  Hatfield.  Ms.  Read. 

Ms.  Read.  Thank  you,  Senator  Hatfield,  for  your  support  of  the 
Oregon  health  plan  and  this  opportunity  to  testify  on  the  health 
plan  in  rural  Oregon. 
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The  health  plan  addresses  the  problems  of  479,000  Oregonians, 
about  16  percent  of  our  population  who  are  without  health  care 
coverage.  And  thanks  to  the  health  plan  I  could  say  that  number 
has  dropped  by  more  than  30,000  newly  insured  individuals  as  a 
result  of  the  Medicaid  expansion  in  only  2  months  of  operation. 

First,  the  health  plan  contains  three  components.  There's  a  high- 
risk  pool  for  persons  who  are  denied  coverage  due  to  preexisting 
conditions.  Second,  there  is  a  mandate  that  requires  employers  to 
provide  coverage  or  pay  a  payroll  tax  for  that  purpose.  And  third, 
as  Medicaid  reform  and  expansion,  which  began  February  1. 

The  elements  of  the  Medicaid  plan  is  quite  simple,  cover  every- 
one under  the  poverty  level,  guaranty  them  a  benefit  package 
which  will  focus  on  those  services  that  have  the  greatest  impact  on 
their  health,  deliver  those  benefits  through  planned  care,  using  a 
system  which  will  assure  access,  quality  care  and  cost  containment, 
and  pay  for  those  services  at  reasonable  rates;  reducing  or  elimi- 
nating the  cost  shift  and  increasing  provider  participation. 

The  Oregon  health  plan  Medicaid  demonstration  was  designed 
with  incentives  to  move  from  unman  aged  fee  for  service  to  a  fully 
capitated  risk-based  system.  And  it  has  been  remarkably  successful 
in  bringing  managed  care  to  rural  Oregon.  Capitative  plans  have 
been  put  in-place  in  28  of  Oregon's  36  counties,  including  Umatilla 
County.  The  remaining  eight  counties  have  a  primary  care  case 
management  system.  Those  counties  are  expected  to  have  capitated 
plans  in-place  during  the  next  2  years. 

Many  rural  counties  have  two  or  more  competing  health  plans. 
Umatilla  County  has  three  competing  plans.  Many  health  plans  are 
using  the  Oregon  health  plan  to  introduce  the  concepts  of  managed 
care  to  rural  practitioners.  And  will  likely  follow  with  their  com- 
mercial managed  care  business. 

Competing  health  plans  will  not,  in  and  of  themselves,  address 
problems  inherent  to  rural  Oregon.  However,  health  plans  with  ex- 
tensive resources  are  ready  to  work  with  the  local  community  to 
address  health  care  issues  of  mutual  concern.  Plans  competing  for 
market  share  will  strive  to  meet  the  medical  needs  of  the  commu- 
nity, such  as  physician  and  practitioner  recruitment  and  retention. 

Health  plans  have  setup  nurse  practitioner  clinics.  For  example, 
1  month  after  startup  in  Umatilla  County,  HMO  Oregon  has  de- 
cided to  start  a  nurse  practitioner  clinic  in  Pendleton  by  June  1, 
with  a  capacity  to  serve  an  additional  3,000  patients.  They  have  of- 
fered to  pay  moving  expenses  to  bring  physicians  into  the  commu- 
nity; addressed  issues  of  physician  backup,  and  work  with  the  com- 
munity to  meet  spousal  needs  of  practitioners. 

It  is  possible  to  include  publicly  funded  clinics,  such  as  federally 
qualified  health  centers  and  rural  health  clinics  and  risk-based 
health  plan  delivery  systems.  Managed  care  plans  are  willing  to  in- 
clude these  clinics  in  their  provider  panels.  Clinic  versus  an  oppor- 
tunity to  compete  with  private  physicians  on  an  equal  basis  where 
both  will  be  reimbursed  for  serving  local  income  Oregonians.  Pub- 
licly funded  clinics  and  hospitals  will  now  be  able  to  receive  com- 
pensation for  many  of  the  uninsured  patients  they  have  tradition- 
ally seen.  It  has  projected  120,000  Oregonians  with  newly  gain 
health  coverage,  and  17,000  of  these  will  reside  in  eastern  Oregon. 
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There  is  anecdotal  evidence  that  some  physicians  are  considering 
moving  to  rural  Oregon  physician  shortage  areas  because  the  Or- 
egon health  plan  will  provide  a  sufficient  base  of  insured  patients 
to  make  a  rural  practice  viable. 

There  are  potential  lessons  for  the  health  care  reform  coming 
from  Oregon's  experiment.  It  is  possible  to  have  competing  health 
plans  in  rural  America.  Plans  may  not  compete  on  provider  panel 
composition;  however,  they  may  compete  on  quality,  efficiencies, 
and  innovative  ways  to  meet  the  health  needs  of  the  communities 
they  serve.  Adequate  time  should  be  allowed  for  physicians  to  form 
independent  practice  associations,  to  learn  how  managed  care 
works,  and  to  accept  the  benefits  and  the  constraints  of  managed 
care. 

All  primary  care  providers  need  to  be  a  part  of  the  health  plans. 
In  order  to  encourage  systems  of  care,  there  should  not  be  carve- 
outs  for  publicly  funded  clinics.  Clinics  serving  the  medically 
disenfranchised  such  as  undocumented  aliens  must  have  those 
funding  needs  explicitly  addressed. 

And  last,  national  health  care  reform  needs  to  recognize  the  nat- 
ural medical  service  areas  which  cross  State  lines  in  order  to  make 
efficient  use  of  available  resources. 

I  don't  think  Oregonians  consider  our  plan  to  be  a  substitute  for 
a  definitive  national  solution.  However,  we  will  learn  what  works 
and  doesn't  work  in  Oregon  and  there  will  be  lessons  here  for  other 
States  and  implications  for  the  Federal  Government.  Oregon's  dem- 
onstration affords  the  Nation  an  opportunity  to  observe  health  care 
reform  work  in  both  urban  and  rural  settings.  Thank  you. 

Senator  Hatfield.  Thank  you,  Ms.  Read.  Let  me  underscore  a 
couple  points  that  jumped  out  at  me  in  your  testimony. 

First  of  all,  as  I  understand,  Oregon  ensures  that  the  primary 
care  practitioners  and  clinics  in  rural  Oregon  are  part  of  the  man- 
aged care  health  program. 

Ms.  Read.  That  is  correct. 

Senator  Hatfield.  And  second,  could  you  tell  me,  if  you  have 
had  an  opportunity  to  make  an  analysis  of  the  quality  of  services 
provided  through  the  managed  care  networks? 

Ms.  Read.  We  have  not  looked  at  the  quality  as  it  relates  to  the 
Oregon  health  plan  which  just  began  in  February,  although  we 
have  an  extensive  plan  for  doing  that. 

However,  we  have  had  managed  care  plans  in  our  Medicaid  pro- 
gram since  1985.  We  have  looked  at  quality  issues.  We  have  been 
in  the  forefront  leading  the  Nation  in  Medicaid  managed  care  in 
terms  of  issues  of  assessing  quality  and  improving  quality  through 
managed  care  networks. 

Senator  Hatfield.  And  what  has  been  the  experience  to  date  on 
the  possible  need  of  more  than  one  network  for  rural  Oregon  com- 
munities? 

Ms.  Read.  Well,  we  have  competing  health  plans,  and  if  that's 
what  you  mean  by  a  network,  we  think  that  that's  very  beneficial. 

As  I  said,  they're  not  competing  on  the  basis  of  the  provider 
panel.  But  they  are  competing  in  terms  of  the  efficiencies  that  dif- 
ferent networks  and  plans  can  bring  into  the  practice  of  medicine, 
some  of  the  overhead  costs  and  bureaucratic  problems  that  are 
often  there  with  Government  financed  programs. 
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Senator  Hatfield.  What's  the  timeframe  on  the  full  implementa- 
tion as  it  relates  to  risk  abatement? 

Ms.  Read.  Our  State  law  requires  that  we  get  a  risk  waiver  by 
1996. 

Senator  Hatfield.  You  have  that  period  of  time. 

Ms.  Read.  We  have  that  period  of  time.  Of  course,  we  are  looking 
for  your  support  in  making  that  happen.  And  being  very  confident 
that  that  will  occur. 

The  employer  mandate  will  come  into  play  for  employers  with 
groups  of  employees  of  26  or  more  March  31,  1997,  and  for  employ- 
ers with  less  than  26  employees,  January  1,  1998. 

Senator  Hatfield.  Sometimes  we  respond  quicker  by  a  shorter 
timeframe. 

Well,  thank  you  very  much,  each  of  you.  It  has  helped  a  great 
deal. 

[The  statement  follows:! 

Statement  of  Lynn  Read 

SUMMARY 

The  Oregon  Health  Plan  is  a  comprehensive  proposal  to  address  the  problem  of 
479,000  Oregonians  without  health  care  coverage.  The  plan  is  one  State  s  response 
to  the  challenge  of  developing  an  equitable  health  care  resource  allocation  policy  in 
a  world  where  resources  are  limited.  The  plan  emerged  from  a  political  strategy 
which  allowed  diverse  political  stakeholders  to  reach  consensus  on  the  policy  objec- 
tive and  principles  of  reform. 

The  Oregon  Health  Plan  consists  of  three  major  components  passed  as  law  in 
1989.  First,  there  is  a  high  risk  pool  for  persons  who  are  denied  coverage  due  to 
preexisting  conditions.  Second,  there  is  a  mandate  on  employers  to  provide  coverage, 
or  pay  a  payroll  tax  to  provide  coverage,  for  employees  and  their  dependents.  Small 
group  insurance  market  reforms  were  enacted  in  1991  to  help  make  insurance  more 
accessible  and  affordable,  especially  for  small  employers.  Third,  there  is  Medicaid 
reform  and  expansion  to  cover  all  persons  with  income  below  the  poverty  level.  Cost 
containment  measures  are  included  in  all  components  of  the  plan. 

The  Medicaid  reform  was  implemented  February  1,  1994  and  has  been  remark- 
ably successful  in  bringing  managed  care  to  rural  Oregon.  Capitated  health  plans 
have  been  put  in  place  in  twenty-eight  of  Oregon's  thirty-six  counties  and  those  re- 
maining eight  counties  have  a  primary  care  case  management  (managed  fee-for- 
service)  system  operating.  Many  rural  counties  have  two  or  more  competing  health 
plans. 

All  federally  qualified  health  centers  and  rural  health  clinics  in  Oregon  are  par- 
ticipating in  the  managed  care  delivery  system  for  Medicaid  recipients.  In  addition, 
many  of  these  clinics'  patients  who  were  formerly  uninsured  will  now  qualify  for 
compensation  under  the  Medicaid  expansion. 

WViile  competing  health  plans  will  not,  in  and  of  themselves,  address  problems  in- 
herent to  rural  Oregon,  health  plans  with  extensive  resources  are  ready  to  work 
with  the  local  community  to  address  health  care  issues  of  mutual  concern. 

The  Oregon  Health  Plan  is  not  a  substitute  for  a  definitive  national  solution;  but 
until  a  national  solution  is  enacted,  it  represents  a  significant  improvement  over  the 
status  quo  and  addresses  the  immediate  health  needs  of  Oregonians. 

INTRODUCTION 

Senator  Hatfield,  I  appreciate  the  opportunity  to  discuss  the  Oregon  Health  Plan 
Medicaid  Demonstration  in  rural  Oregon  and  some  of  the  issues  Oregon  confronted 
which  may  be  of  relevance  to  national  health  care  reform. 

The  Oregon  Health  Plan  addresses  the  problems  of  479,000  Oregonians  (^about  16 
percent  of  our  population)  who  are  without  health  care  coverage  and  another 
230,000  who  are  underinsured.  The  plan  is  based  on  a  set  of  three  laws  which  guar- 
antee health  care  coverage  for  the  uninsured.  It  clearly  outlines  the  responsibilities 
of  government,  employers,  employees  and  insurers  in  addressing  the  needs  of  the 
uninsured. 

Many  refer  to  our  proposal  as  a  "rationing"  plan.  We  consider  it  to  be  a  rational 
plan  to  address  the  health  care  crisis  as  it  exists  today.  The  Oregon  Health  Plan 
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is  one  State's  response  to  the  challenge  of  developing  an  equitable  health  care  re- 
source allocation  policy  in  an  era  of  limits.  The  plan  is  not,  in  and  of  itself,  a  final 
solution  but  rather  a  political  strategy  which  creates  a  process  to  reach  consensus 
on  the  policy  objective  and  principles  of  reform  and  a  framework  in  which  such  re- 
form can  take  place. 

OREGON  HEALTH  PLAN  COMPONENTS 

The  Oregon  Health  Plan  consists  of  three  major  components  passed  as  law  in 
1989  and  enhanced  in  1991  and  1993,  not  dissimilar  to  many  proposals  before  the 
U.S.  Congress.  First,  there  is  a  high  risk  pool  for  persons  who  are  denied  coverage 
due  to  preexisting  conditions. 

Second,  there  is  a  mandate  that  requires  employers  to  provide  coverage,  or  pay 
a  payroll  tax  to  provide  coverage,  for  employees  and  their  dependents.  Currently 
this  is  a  voluntary  program  (with  declining  tax  credits)  for  small  employers.  Assiun- 
ing  a  target  enrollment  on  a  voluntary  basis  is  not  reached,  work-based  coverage 
becomes  a  mandate  on  employers  with  more  than  25  employees  in  1997  and  on  em- 
ployers with  less  than  26  employees  in  1998.  However,  the  mandate  on  employers 
is  tied  by  statute  to  securing  an  ERISA  (Employee  Retirement  Income  Security  Act 
of  1974)  exemption  by  January  1996.  To  help  make  insurance  more  accessible  and 
affordable,  small  group  insurance  market  reforms  were  enacted  in  1991:  guaranteed 
issue  and  renewal,  limits  on  preexisting  condition  exclusions,  modified  community 
rating  and  limitations  on  rate  increases. 

Third  is  Medicaid  reform  and  expansion  which  began  February  1,  1994.  The  ele- 
ments of  the  Medicaid  plan  are  quite  simple:  Cover  everyone  under  100  percent  of 
the  federal  poverty  level,  no  matter  what  their  age,  sex  or  family  status;  guarantee 
them  a  benefit  package  which  will  focus  on  those  services  having  the  greatest  im- 
pact on  their  health;  deliver  those  benefits  through  managed  care,  using  a  system 
which  will  assure  access,  quality  care  and  cost  containment;  and  pay  for  those  serv- 
ices at  reasonable  rates,  reducing  or  eliminating  the  cost-shift  and  increasing  pro- 
vider participation. 

The  various  components  of  the  Oregon  Health  Plan  embrace  cost  containment 
with  a  benefit  package,  based  on  priorities,  which  promotes  health  through  preven- 
tion, early  intervention  and  primary  care;  reliance  on  managed  care  delivery  sys- 
tems; formation  of  a  health  resources  commission  to  control  use  and  distribution  of 
costly  medical  facilities,  technologies  and  services  based  on  health  outcomes;  and  de- 
velopment of  practice  guidelines  to  reduce  the  incidence  of  inappropriate  care  due 
to  the  wide  variation  in  the  way  physicians  practice  medicine. 

DELIVERY  SYSTEM 

The  Oregon  Health  Plan  Medicaid  Demonstration  provides  a  benefit  package 
based  on  a  list  of  prioritized  services  to  low  income  Oregonians  through  a  managed 
care  delivery  system. 

Oregon  has  designed  a  delivery  system  with  incentives  and  opportunities  to  move 
providers  from  an  unmanaged  fee-for-service  system  to  a  fully  capitated  risk-based 
system.  First  priority  is  given  to  fully  capitated  health  plans;  second  priority  to  par- 
tially capitated  health  plans  which  do  not  assume  risk  for  inpatient  hospital  serv- 
ices; third  priority  is  given  to  a  primary  care  case  management  system  where  care 
is  managed  with  fee-for-service  reimbursement  for  services  delivered. 

Oregon  Medicaid  has  moved  from  a  delivery  system  where  approximately  one 
third  of  the  Medicaid  recipients  were  enrolled  in  managed  care  to  one  where  vir- 
tually all  Medicaid  recipients  will  access  services  through  a  managed  care  delivery 
system. 

DELIVERING  HEALTH  CARE  IN  RURAL  OREGON 

As  displayed  in  Exhibit  A,  the  Medicaid  Demonstration  has  been  extremely  suc- 
cessful in  bringing  managed  care  to  rural  Oregon.  Only  eight  counties  are  without 
capitated  health  plans;  however,  all  those  counties  have  a  primary  care  case  man- 
agement system  in  place  and  Oregon  expects  to  put  capitated  health  plans  in  place 
in  those  counties  during  the  next  two  years. 

Many  rural  counties  have  two  or  more  competing  health  plans.  Health  plans  are 
using  the  Oregon  Health  Plan  as  a  means  to  introduce  the  concepts  of  managed  care 
to  rural  physicians  and  other  primary  care  practitioners.  Health  plans  will  likely  fol- 
low the  advent  of  Medicaid  managed  care  with  their  commercial  managed  care  busi- 
ness. 
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LESSONS  LEARNED  BY  OREGON 

Competing  health  plans,  often  with  the  same  practitioners  on  their  provider  pan- 
els, will  not,  in  and  of  themselves,  address  problems  inherent  to  rural  Oregon,  such 
as  lack  of  public  transportation,  vast  distances  and  geographic  barriers,  inclement 
weather  and  physician  shortage  areas.  However,  based  upon  Medicaid  experience 
elsewhere  in  the  State,  rural  Oregonians  are  likely  to  benefit  as  they  see  health 
plans  with  extensive  resources  ready  to  work  with  the  local  community  to  address 
health  care  issues  of  mutual  concern. 

As  plans  compete  for  market  share,  they  will  strive  to  meet  the  medical  needs  of 
the  community,  such  as  physician  practitioner  recruitment  and  retention.  Health 
plans  have  set  up  nurse  practitioner  clinics,  offered  to  pay  moving  expenses  to  bring 
physicians  into  the  community,  addressed  issues  of  physician  back-up,  and  worked 
with  the  community  to  meet  spousal  needs  of  practitioners. 

Oregon  has  found  it  is  possible  to  include  publicly  funded  clinics,  such  as  federally 
qualified  health  centers  and  rural  health  clinics,  in  health  plan  delivery  systems. 
The  managed  care  plans  are  willing  to  include  these  clinics  in  their  provider  panels. 
These  clinics  now  have  an  opportunity  to  compete  with  private  physicians  on  an 
equal  basis  where  both  will  be  reimbursed  for  serving  low  income  Oregonians  par- 
ticipating in  the  Medicaid  demonstration.  Publicly  funded  clinics  and  hospitals  will 
now  be  able  to  receive  compensation  for  many  of  the  uninsured  patients  they  have 
traditionally  seen.  It  is  projected  that  120,000  Oregonians  will  newly  gain  health 
coverage  under  the  Medicaid  expansion. 

Seventeen  thousand  of  the  new  eligibles  will  reside  in  eastern  Oregon,  which  con- 
sists primarily  of  rural  and  frontier  counties.  There  is  anecdotal  evidence  that  some 
physicians  are  considering  moving  to  rural  Oregon  physician  shortage  areas  because 
the  Oregon  Health  Plan  will  provide  a  sufficient  base  of  inured  patients  to  make 
a  rural  practice  viable. 

LESSONS  FOR  NATIONAL  HEALTH  CARE  REFORM 

It  is  possible  to  have  competing  health  plans  in  rural  America.  And  while  they 
may  not  compete  on  provider  panel  composition,  plans  may  compete  on  quality  and 
efficiencies  and  on  innovative  ways  to  meet  the  health  needs  of  the  communities 
they  serve. 

Adequate  time  should  be  allowed  for  physicians  to  form  independent  practice  asso- 
ciations and  to  learn  how  managed  care  works  and  to  accept  both  the  benefits  and 
the  constraints  of  managed  care. 

All  primary  care  practitioners  and  clinics  in  rural  America  need  to  be  a  part  of 
the  health  plans.  In  order  to  encourage  systems  of  care,  there  should  not  be  carve 
outs  for  publicly  funded  clinics.  Many  are  concerned  that  the  publicly  funded  clinics 
may  fail  if  they  are  forced  to  compete  with  private  physicians  because  the  clinics 
would  still  be  serving  the  medically  disenfranchised,  such  as  undocumented  aliens, 
and  would  no  longer  be  able  to  cost-shift  that  expense  to  third  party  payors.  To  ad- 
dress this  issue,  funding  for  the  disenfranchised  must  be  explicitly  addressed  rather 
than  continuing  to  fund  it  through  an  inherently  cost-inflationary  reimbursement 
system. 

Additionally,  national  health  care  reform  needs  to  recognize  the  natural  medical 
service  areas  which  cross  State  lines  in  order  to  make  efficient  use  of  available  re- 
sources. 

CONCLUSION 

Oregonians  do  not  consider  the  Oregon  Health  plan  to  be  a  substitute  for  a  de^ni- 
tive  national  solution.  However,  the  Oregon  Health  Plan  is  reasonable,  equitable,  af- 
fordable and  practical.  We  will  learn  what  works  and  what  doesn't  work  for  Oregon. 
There  will  be  lessons  here  for  other  States  and  implications  for  the  federal  govern- 
ment. Oregon's  demonstration  affords  the  nation  an  opportunity  to  observe  health 
care  reform  at  work  in  both  urban  and  rural  settings.  Oregon's  plan  addresses  the 
immediate  health  needs  of  Oregonians  and  honestly  and  openly  tackles  the  issue  of 
what  medical  care  is  necessary  to  maintain  and  promote  good  health. 

Exhibit  A. — Oregon  Health  Plan  PHP  Distribution 

FCHP's — Baker,  Benton,  Clackamas,  Clatsop,  Columbia,  Coos,  Crook,  Curry, 
Deschutes,  Douglas,  Harney,  Hood  River,  Jefferson,  Lane,  Linn,  Malheur,  Marion, 
Multnomah,  Polk,  Umatilla,  Union,  Wallowa,  Wasco,  Washington,  and  Yamhill 
Counties. 

FCHP's  and  PCO's — Jackson,  Josephine,  and  Klamath  Counties. 
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No    FCHP's    or    PCO's — Gilliam,    Grant,    Lake,     Lincoln,    Morrow,    Sherman, 
Tillamook,  and  Wheeler  Counties. 

STATEMENT  OF  ROBERT  RAMIG,  MAYOR,  PENDLETON,  OR 

Senator  Hatfield.  Our  final  panel  will  testify  today  from  the 
perspective  as  consumers  of  health  care  living  in  eastern  Oregon 
communities,  and  I  invite  the  mayor  of  Pendleton,  a  Medicare  ben- 
eficiary, Mayor  Robert  Ramig;  Kathleen  Almquist  from  Union,  OR, 
Ms.  Almquist's  son  had  an  autoimmune  problem  and  was  later  di- 
agnosed with  cancer  in  1988.  She  will  testify  today  about  the  ab- 
sence of  information  and  emotional  support  in  rural  communities 
for  those  with  sick  and  suffering  family  members.  And  third,  Ms. 
Joanne  Swegle  from  Pendleton,  OR.  Ms.  Swegle's  son  suffers  from 
severe  mental  illness  and  has  benefited  from  the  RODEO  NET  pro- 
gram. 

Before  you  folks  begin  your  testimony,  I'm  going  to  suggest  a  5- 
minute  recess  to  give  some  rest  to  our  recorder  today,  our  court  re- 
porter, since  he  has  kept  a  pretty  steady  pace.  So  let's  have  a  5- 
minute  recess. 

[A  brief  recess  was  taken.] 

Senator  Hatfield.  If  we  could  reconvene,  please.  At  this  time  we 
will  invite  the  mayor  of  Pendleton  to  begin  with  panel's  testimony. 
Mayor,  we're  very  happy  to  have  you  here,  and  it's  good  to  be  back 
in  Pendleton  and  to  renew  an  old  friendship  and  acquaintance  with 
you  and  your  family. 

Mr.  Ramig.  Thank  you.  Senator  Hatfield.  On  behalf  of  the  citi- 
zens of  the  city  of  Pendleton,  we  welcome  you,  your  staff  and  all 
of  those  who  have  given  testimony  here  today  to  the  city  of  Pendle- 
ton. 

Although  we  consider  ourself  a  city,  we  full  well  realize  that 
we're  a  part  of  rural  eastern  Oregon. 

I  apologize  also  for  the  handwritten  brief  notes  you  received  from 
me.  You  have  a  staff  who  called  me  and  told  me  my  testimony  was 
due  in  written  form.  Some  6  hours  later,  I  transmitted  it  4  minutes 
before  the  deadline.  I  hope  you  received  it. 

I  had  some  misgivings  about  appearing  here.  This  is  the  first 
time  that  a  retired  bureaucrat  whom  gave  42  years  of  his  life  as 
a  public  servant  to  the  citizens  of  this  country  and  enjoyed  every 
minute  of  it  would  be  speaking  about  a  field  in  which  he  has  abso- 
lutely very  little  knowledge.  As  many  of  my  cohorts  in  the  room 
know,  I'm  a  retired,  partially  retired  soil  scientist  with  a  Ph.D  de- 
gree. This  in  no  way  qualifies  me  in  the  medical  field.  This  testi- 
mony is  occurring  when  I  should  be  out  planting  some  peas.  That's 
why  I  say  partially.  I  retired  3  years  ago,  but  I  retain  interest  in 
experiments  I  had  underway  at  lone,  OR,  and  Walla  Walla,  WA. 

But  on  with  the  testimony.  It  appears  to  me  that  the  U.S.  popu- 
lation has  migrated  to  urban  population  centers  during  the  past 
five  decades.  Now,  some  of  that  is  not  out-migration  from  counties 
such  as  we  have  in  eastern  Oregon,  but  the  incoming  population 
to  some  of  the  lesser  populated  States  always  seem  to  congregate 
where  the  jobs  are,  and  that  is  our  urban  centers.  In  Oregon  we're 
probably  talking  about  Portland,  Salem,  and  Eugene. 

About  4  or  5  years  ago  I  read  of  some  study  that  had  been  made 
about  the  location  of  the  medical  profession  in  Oregon,  and  was  as- 
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tounded  to  learn  that  about  85  percent  of  them  are  located  within 
a  50-mile  distance  of  the  1-5  corridor.  Well,  since  you  probably 
have  driven  over  here  or  got  here  some  way  from  Portland,  you 
know  that  we're  more  than  50  miles  from  the  1-5  corridor.  And  the 
farther  we  get  from  this  corridor,  the  greater  becomes  our  need  for 
medical  assistance. 

Along  with  this  general  population  migration,  of  course,  which  is 
also  referred  to  as  the  health  service  migration,  and  we  rest  some- 
what assured  with  representation  such  as  we  have  from  you.  Sen- 
ator, in  the  Senate,  that  once  a  national  health  care  program  is 
passed,  that  it  will  certainly  properly  address  the  needs  of  the 
urban  centers. 

Our  concern  here  is  what  about  eastern  Oregon  and  rural  Or- 
egon. In  the  eastern  part  of  the  United  States,  many  of  these  peo- 
ple are  even  better  than  50  miles  from  medical  services.  Very  few 
of  them  are  more  than  50  miles  from  a  medical  school.  So  we  are 
really  bereft  of  services  when  we  get  into  eastern  Oregon. 

Of  the  potential  20  medical  plans  I'm  told  that  are  available  in 
Oregon,  only  three  have  agreed  to  write  plans  in  Umatilla  County 
understood  this  plan.  They  are  HMO  Oregon,  and  family  care.  The 
third  limits  its  contracts  with  migrant  worker  clinics,  and  certainly 
there  is  a  need  for  that  group. 

I  would  like  to  speak  third  about  the  economic  vitality,  because 
this  impinges  upon  the  type  of  medical  care  that  an  area  can  af- 
ford. There's  been  a  general  reduction  in  the  allowable  forest  har- 
vest and  a  decline  in  agricultural  markets,  which  are  very  impor- 
tant in  a  rural  area.  And  thus  the  economic  vitality  of  our  area  has 
been  reduced. 

I  have  given  your  staff  copies  of  the  report  that  came  from  "Your 
Taxes,"  February,  1994,  which  relates  the  Oregon  per  capita  per- 
sonal income  as  related  to  the  national  per  capita  income.  Of  the 
36  counties  in  the  State  of  Oregon,  4  are  at  the  national  level  or 
slightly  above,  from  100  to  115  percent.  Three  of  those  counties  are 
Portland,  Multnomah,  Washington  and  Clackamas  Counties,  and 
then  Sherman  County.  One  county  alone  is  at  90  to  99  percent  of 
the  national  per  capita  income  for  the  latest  year,  which  was  1991. 
The  remaining  31  counties  in  Oregon  have  a  per  capita  income  that 
ranges  from  72  to  89  percent,  and  14  of  those  are  in  the  lower  72 
to  80  percent,  which  unfortunately  includes  Umatilla,  Morrow,  and 
Union  Counties. 

I  would  like  now  to  refer  to  Pendleton  as  a  transportation  and 
communication  hub. 

Senator  Hatfield.  Could  I  interrupt  a  minute,  mayor,  at  this 
point 

Mr.  Ramig.  Certainly. 

Senator  Hatfield  [continuing].  And  ask  you  about  the  unique- 
ness of  Sherman  County  being  in  that  100  to  115  percent,  as  I 
identify  Sherman  County  as  a  great  wheat  county. 

Mr.  Ramig.  It  is  great. 

Senator  Hatfield.  And  Umatilla  is  a  great  wheat  county. 

Mr.  Ramig.  Somewhat,  but  we  also  have  forestry  up  in  the  Blue 
Mountains,  and  certainly  is  true  of  Union  County.  But  Sherman 
County  has  the  largest  percentage  of  the  acreage  within  the  county 
that   is   tillable   and   farmed.   And   it   is   largely   in   large   wheat 
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ranches,  which  have  been  quite  well  blessed  with  prices  in  some  of 
the  past  years.  They  had  outstandingly  good  crop,  most  of  Oregon 
did  last  year.  The  prices  at  the  present  time  are  declining  for 
wheat,  unfortunately. 

Senator  Hatfield.  It's  really  kind  of  a  monoculture  there  in 
Sherman  County,  as  against  your  more  multiculture  here. 

Mr.  Ramig.  That's  correct. 

Senator  HATFIELD.  Thank  you  for  letting  me  interrupt. 

Mr.  Ramig.  We  are  fortunate  in  Pendleton  because  of  our  location 
and  being  a  transportation  hub,  in  that  we  have  an  outstandingly 
good  hospital,  St.  Anthony's.  We  have,  we  consider,  a  very  excellent 
staff  that  works  at  this  hospital. 

But  there  is  concern  as  the  new  national  plan  comes  in,  and 
there  will  be  a  great  deal  of  shifting  of  medical  services,  possible 
sales,  trades  of  hospitals  as  we  consolidate  to  be  more  efficient, 
what  may  happen  to  us  here  in  Pendleton.  Even  with  the  sharing 
of  costly  mobile  equipment  which  we  have  started  to  do,  St.  Antho- 
ny's and  Good  Shepherd  in  Hermiston  are  sharing  mobile  equip- 
ment in  an  attempt  to  effect  greater  efficiency.  But  even  in  doing 
this,  in  rural  areas,  we  are  not  going  to  meet  the  requirements  for 
efficiency  of  expensive  equipment  that  we  will  find  in  urban  cen- 
ters. 

And  thus  there  is  a  crying  need,  it  appears  to  me,  in  rural  areas 
that  when  funding  is  allocated  from  the  State  or  congressional  cof- 
fers to  help  maintain  such  equipment,  that  there  be  consideration 
given  of  the  greater  need  in  rural  areas. 

Fifth,  is  the  cost  to  go  to  urban  centers.  It's  my  understanding 
that  hospitals  are  considering  hiring  their  own  staff  of  physicians 
as  the  perhaps  primary  care  givers,  and  I'm  getting  out  on  thin  ice 
now,  because  that's  not  my  field,  I'm  a  dirt  doctor,  not  a  health 
physician,  that  the  citizens  may  not  retain  the  choice  to  select  a 
doctor  that  they  would  have  been  used  to  in  the  past.  And  if  in  an 
effort  to  do  this,  they  may  be  referred  to  the  larger  urban  centers, 
where  their  needs  may  be  met,  because  they  could  not  be  met  in 
the  local  area,  and  this  in  no  way  depreciates  the  ability  of  the  sur- 
geons and  other  specialties  that  we  have  in  the  medical  field  here 
in  Pendleton.  But  we  certainly  don't  have  a  cardiac  specialist  here, 
although  St.  Anthony's  does  have  a  program  in  which  they  are  at- 
tempting, and  I  think  with  some  success,  are  bringing  one  in  for 
conferences  and  help  in  diagnoses  and  so  forth  on  a  weekly  or  bi- 
weekly basis. 

The  doctors  in  the  crowd  can  answer  that  much  more  exactly 
than  I  can. 

But  the  cost  of  travel,  food,  and  lodging  to  visit  specialists,  if  we 
go  to  our  locations  such  as  Portland,  amount  to  more  than  many 
of  our  people  at  the  low-income  level  really  can  afford.  And  so  if 
we  can  have  a  medical  program  that  will  provide  most  of  these 
services  locally,  it  would  be  so  helpful  to  the  young  people  who 
have  emergencies,  to  the  elderly  who  are  infirm,  find  it  difficult  to 
travel. 

I  might  say  here.  Senator,  that  we  appreciate  your  efforts  on 
helping  us  to  retain  Amtrak,  which  is  probably  the  only  acceptable 
public  transportation  that  we  have  at  the  present  time  in  existence, 
and  it  travels  only  every  other  day.  I  know  of  several  of  the  people 
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from  this  community  who  have  had  heart  bypass  surgery,  other 
surgeries  in  the  Portland  area,  who  are  not  strong  enough  to  drive 
their  own  vehicles,  perhaps  their  mate  does  not  drive,  being  of  the 
vintage  when  sometimes  ladies  felt  they  did  not  need  to  drive,  and 
in  those  cases  find  that  the  use  of  Amtrak  was  a  very  nice  thing 
to  have. 

Another  thing  I  want  to  discuss,  my  sixth  point,  is  primary  care 
givers.  These  people,  and  you  know  Mother  Teresa  better  than  I  do, 
I  know  Mother  Teresa  only  through  my  son,  but  the  primary  care 
givers,  in  my  opinion,  are  the  Mother  Teresa  of  the  rural  people, 
and  the  experts  have  already  told  you  the  decline,  in  fact  you  men- 
tioned it  in  your  introduction,  of  the  older  physicians  in  our  area 
as  they  retire,  and  there  is  concern  as  to  how  we're  going  to  replace 
them. 

And  I  think  I've  probably  said  enough  about  this,  because  they've 
addressed  it  much  more  eloquently  and  precisely  than  I  have.  We 
may  be  moving  toward  and  perhaps  properly  so,  to  what  I  under- 
stand are  being  referred  to  as  nurse  practitioners  who  can  help 
handle  the  singular,  simple  procedures,  identify,  give  intake  exami- 
nations and  make  the  time  of  our  trained  physicians  more  worth- 
while. 

I  would  like  to  go  to  point  seven.  I've  added  some,  you're  going 
to  find  out.  And  this  is  the  one  about  patient — physician-patient  ra- 
tios. These  are  important  for  two  points.  The  first  is  if  we  don't 
have  enough  patients,  the  physician  is  not  going  to  be  able  to  make 
the  type  of  living  that  he  has  probably  thought  of  as  he's  gone 
through  years  and  years  of  training.  And  on  the  other  side  of  the 
scale,  we  may  not  have  enough  for  patient  treatment. 

It's  easy  in  urban  areas  to  setup  or  have  adjusted  physician-pa- 
tient loads.  We  might  have  some  kind  of  a  balance  there  that  we 
say,  well,  we  need  one  pediatrician  for  every  10,000  citizens.  But 
what  do  you  do  in  a  town  the  size  of  Pendleton  that  has  15,000? 
Where  are  we  going  to  get  that  one-half  a  pediatrician?  We'll  have 
to  bring  in  two,  if  we're  fortunate  enough  to  do  so,  with  programs 
such  as  AHEC,  and  then  we  have  maybe  two  pediatricians  that  are 
not  making  an  income  that  is  satisfactory  to  them,  and  maybe  one 
or  both  would  leave  us. 

The  problem  of  education  has  been  spoken  to.  Needless  to  say, 
the  son  of  immigrant  parents  with  third  and  eighth  grade  edu- 
cations was  fortunate  enough  to  have  parents  that  sent  him 
through  college  through  to  a  Ph.D  degree  knows  the  value  of  edu- 
cation, as  I  know  you  do^  Senator.  And  public  health  education  is 
vitally  important. 

It  shocked  me  to  learn  within  the  last  2  weeks  that  in  the  county 
of  Umatilla,  our  public  health  department  has  found  approximately 
250  children  of  school  age  without  the  basic  inoculations  required 
by  law.  This  is  probably  partially  the  result  of  lack  of  education. 
We  have  in  our  State  with  the  increasing  economy  revolving 
around  the  production  of  fruit  and  vegetables  and  the  transient 
workers  that  helped  to  harvest  them,  some  language  difficulties, 
and  I  know  that  you  have  addressed  those,  we  have  heard  this  ear- 
lier, but  we  need  strengthening  and  support  of  this  education  so 
that  these  unfortunates  are  receiving  the  inoculations  that  are  so 
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desperately  needed,  particularly  when  we  have  an  outbreak  of 
some  of  these  diseases. 

Senator  Hatfield.  And  which  are  available. 

Mr.  Ramig.  And  which  are  available,  that's  correct.  Now  some 
thoughts  on  national  care.  A  couple.  Universal  coverage,  as  every- 
one is  looking  toward,  I  think  is  probably  an  excellent  plan.  The 
concern  I  have  personally  is  how  are  we  going  to  afford  to  pay  for 
it  if  the  universal  coverage  is  going  to  guaranty  everyone  cradle  to 
grave  medical  care  with  no  input  of  their  own.  It  may  be  possible. 
I  find  it  difficult.  There's  going  to  have  to  be  some  way  of  sharing 
the  cost  with  the  patients  themselves. 

I  think  every  citizen  should  pay  for  some  of  their  health  care.  I 
don't  care  if  they're  on  welfare.  I  think  they  should  pay  something. 
And  I  say  that  for  this  basic  reason:  You  value  something  that  you 
pay  for  far  more  than  you  do  something  that  you  do  not  pay  for. 

Probably  the  best  example  we  have  of  that  today  is  the  program 
of  the  habitat  for  humanity  in  furnishing  housing  to  people,  which 
they  pay,  at  whatever  rate  they  can,  no  interest,  but  the  fact  that 
they  are  paying  for  it,  it  eventually  will  be  theirs,  that  pride  of 
ownership,  they  take  care  of  it,  they  value  it.  If  they  do  this, 
they're  going  to,  with  a  good  education,  public  health  program,  be 
able  to  have  some  resistance  to  things  that  do  not  lead  to  good  pub- 
lic health. 

And  I'm  speaking  particularly  about  tobacco,  beer,  or  any  kind  of 
liquor.  If  you  are  on  limited  income  and  you  can  afford  to  smoke 
and  to  drink,  I  think  you  can  afford  to  put  a  little  bit  into  your 
health  care  system. 

Now,  I'll  have  a  lot  of  people  debate  that  with  me.  But  I  love  de- 
bates because  I  always  learn  something  from  them. 

The  single  pay  plan  has  been  debated  up  and  down.  I  am  not  a 
man  that  has  had  experience  in  this  area.  All  I  know  is  that  from 
the  user  and  talking  with  Ken  Tomporarace,  and  by  the  way,  I'm 
three  score  and  10-plus,  I  feel  like  I  might  be  22,  but  I'm  not,  my 
wife  reminds  me  of  that  now  and  then,  but  the  single  pay  plan 
seems  to  me  was  improved  greatly  when  communication  was  im- 
proved. And  this  was,  I  think,  by  law. 

Again,  I'm  out  of  my  area.  But  when  you  have  the  prescribing 
physicians  who  diagnose  the  illness  talking  with  the  insurance 
company  or  alliance  or  whatever  you  want  to  call  them  that  is 
going  to  help  to  pay  for  this  so  that  they  know  what  they're  saying 
and  not  involving  some  elderly  people  in  particular  who  are  con- 
fused enough  to  begin  with,  you  get  away  from  a  lot  of  misunder- 
standing and  a  torrent  of  paperwork  that  puts  greater  and  greater 
stress  on  our  forests  for  more  paper. 

What  I'm  saying  is  the  new,  and  it's  been  referred  to  by  others, 
the  new  methods  we  have  of  communication  today  between  the  pre- 
scribing doctors  and  the  people  that  are  in  the  alliance  or  the  in- 
surance company,  if  they'll  communicate  and  keep  the  elderly  peo- 
ple out  of  it,  first  of  all,  there  will  be  many  less — many  fewer  er- 
rors. The  elderly  people  will  be  grateful,  because  I  can't  follow  some 
of  those  things.  And  I  thought  I  could  read  pretty  well  yet.  But 
sometimes  I'm  not  sure  what  they  mean  in  the  instructions.  You 
know,  it's  as  clear  as  can  be  to  them  but  it's  as  clear  as  mud  some- 
times to  some  of  the  rest  of  us. 
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And  then  finally,  what  this  does,  it  results  in  no  confusion  in  di- 
agnosis and  treatment,  only  those  in  the  medical — medicine  and 
medical  insurance  field  know  the  words,  codes  and  so  forth. 

The  provider  doctor  will  be  paid  on  time.  I  sympathize  with  doc- 
tors who  have  to  wait  12,  18,  24  months  to  be  paid  $45  for  some 
service.  We  can  do  better  than  that.  And  then  patients,  especially 
the  elderly,  who  are  not  clear  on  this,  really  appreciate  it,  because 
they  don't  mind  being  left  out  of  the  network  just  so  they  get  a 
copy  of  what  was  done  so  they  have  it  approved. 

Finally,  on  the  cost  of  national  health,  I  have  referred  to  it  a  lit- 
tle bit,  but  I  think  whatever  program  that  is  setup  in  the  Senate 
and  the  House,  and  the  President,  if  he  signs  this,  should  be  one 
that  is  shared  and  fairly  charged  by  all  those  involved  in  the  loop. 
I'm  thinking  of  the  patient,  the  doctor,  medical  profession,  the  hos- 
pitals, the  pharmaceutical  companies  who  provide  many  of  the 
medicines. 

The  greatest  thing  I  hear  discussed  locally  is  why  can  you  buy 
for  55  cents  a  pill  in  Mexico  that  costs  $2.50,  or  why  is  it  necessary 
to  some  people  that  are  near  the  border,  to  go  into  Mexico  to  buy 
these? 

And  I'm  not  sure,  again,  I  read  a  great  deal  but  my  memory  is 
not  as  good  as  it  used  to  be,  I  understand  many  of  the  pharma- 
ceutical companies,  through  some  means,  have  escaped  some  of  the 
taxes  of  the  United  States  by  moving  all  of  their  offices  into  foreign 
countries.  I  think  primarily  Puerto  Rico.  If  that  is  true,  and  I  em- 
phasize the  if,  if  that  is  true,  it's  most  unfortunate.  Again,  Senator, 
thank  you  for  coming. 

Senator  HATFIELD.  Thank  you. 

Mr.  Ramig.  That's  the  best  I  can  do  from  this  side. 

Senator  Hatfield.  A  very  fine  job,  mayor. 

[The  statement  follows:] 

Statement  of  Robert  Ramig 

The  following  are  points  I  will  make  at  the  Appropriations  Committee  of  the  U.S. 
Senate  in  Pendleton,  OR  on  Tuesday,  April  5. 

One,  U.S.  population  has  migrated  to  urban  centers  during  the  last  five  decades. 
These  population  centers  in  Oregon  are:  Portland,  Salem,  Eugene. 

Two,  reductions  in  allowable  forest  harvest  and  general  decline  in  economic  vital- 
ity has  reduced  per  capita  income  for  Oregonians  in  Morrow,  Umatilla,  and  Union 
Counties  to  72  to  80  percent  of  the  U.S.  average.  1991  data— latest  available.  Data 
for  all  Oregon  counties  from  "Your  Taxes— February  1994,"  page  3  will  be  presented. 
Only  4  of  Oregon's  36  counties  are  at  100  to  115  percent  of  national  per  capita  in- 
come in  1991. 

Three,  the  national  health  care  program  will  properly  address  the  urban  popu- 
lation centers.  Will  rural  areas  such  as  Pendleton  and  Eastern  Oregon  be  forgotten? 

Four,  Pendleton  is  a  transportation  and  communication  hub  for  northeastern  Or- 
egon. We  have  a  fine  hospital— St.  Anthony's.  We  do  not  want  to  lose  St.  Anthony 
Hospital.  There  is  great  concern  about  the  future  of  small  rural  area  hospitals  after 
the  new  proposed  health  bill  is  passed. 

Five,  if  hospitals  hire  their  own  staff  of  physicians  and  Pendleton  has  one  hos- 
pital, will  citizens  retain  a  choice  of  physician  to  go  to?  Specialists  will  locate  at  pop- 
ulation centers.  The  cost  of  travel,  food,  and  lodging  to  visit  specialists  at  Portland, 
200  miles  from  here  will  be  overwhelming  for  many  of  our  low  income  citizens.  Pub- 
lic transportation  of  acceptable  quality  exists  only  on  Amtrak.  Amtrak  gives  every 
other  day  service. 

Six,  as  our  older  physicians  retire,  we  have  difficulty  recruiting  replacement 
caregivers,  such  as  family  care,  pediatricians,  and  internists.  Pendleton  presently 
has  8  in  these  categories. 
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Senator  Hatfield.  Ms.  Almquist? 

Ms.  Almquist.  Senator  Hatfield,  I  would  like  to  thank  you  for 
the  opportunity  to  testify.  I  could  blame  my  student  intern  for 
faxing  a  rough,  rough,  rough  draft.  I  won't.  But  I'll  tell  you,  my 
next  engagement  after  this  is  the  clown  convention  in  Portland.  So 
this  will  be  your  wild  card  testimony  because  I've  loaded  both  bar- 
rels and  I  will  talk  not  so  much  about  my  son's  health  problems 
as  my  urging  you  to  consider  preventive  health  care  as  an  aspect 
of  rural  health  care  for  our  population. 

It  seems  to  me  that  lowering  our  infant  mortality  rate  and  also 
raising  our  low  birth  rates  ought  to  be  priorities  for  us.  Our  adoles- 
cents need  education  not  only  in  regard  to  the  obvious  risk  behav- 
iors that  result  in  pregnancies  and  STD's  but  also  the  many  inju- 
ries and  occasional  deaths  that  occur  through  guns,  through  car  ac- 
cidents, and  self-inflicted  injuries. 

Fitness  ought  to  be  made  a  national  health  goal.  Of  the  modest 
achievement  we're  told  of  three  brisk  walks  a  week  and  a  consump- 
tion of  a  more  balanced  diet  are  chief  and  simple  ways  in  which 
we  evidently  need  more  education  in,  but  these  would  cut  cardio- 
vascular expenses  drastically. 

In  my  own  family,  on  a  personal  note,  I  have  had,  past  tents,  a 
grand  total  of  14  uncles  by  birth  and  marriage,  only  2  of  whom 
used  tobacco,  both  contracted  emphysema  and  spent  their  last 
years  in  constricted  misery,  and  had  severely  impaired  mobility. 

And  I  feel  based  on  my  son's  illness,  that  there  are  enough 
quirks  in  our  individual  genetic  makeup  and  our  encounters  with 
infections  that  we  don't  need  the  added  burden  of  the  billions  of 
health  care  dollars  that  go  out  treating  cardiopulmonary  conditions 
aided  and  abetted  by  tobacco  use. 

And  I'm  also  aware  from  a  sibling  who  lives  in  North  Carolina 
the  numbers  of  their  workers,  particularly  young  people,  who  suffer 
from  green  tobacco  sickness  in  the  harvesting  and  the  curing  of 
this  product. 

So  since  tobacco  to  me  is  an  overriding  problem  and  since  I  be- 
lieve you  said  earlier  this  afternoon  that  the  investment  for  cure 
is  the  ultimate  cost  of  containment,  I  guess  I'm  not  even  thinking 
about  cure,  I'm  thinking  about  the  fact  that  I  believe  21  of  22  lung 
cancers  occur  in  smokers,  and  I  am  curious  if  the  day  will  ever 
come  when  Congress  is  willing  to  sort  of  pull  its  collective  head  out 
of  the  sand  and  look  at  the  fact  that  we're  offering  price  supports 
to  a  poisonous  crop.  And  I  know  that's  a  hard  issue  for  some  of  our 
people  to  face,  but  I  think  it's  one  we  need  to  do. 

On  another  personal  note,  I  guess,  my  son,  who  I  referred  to  in 
my  testimony,  if  any  of  you  have  had  children  with  health  prob- 
lems, you  know  this  is  a  catastrophe  in  a  family,  it's  very  hard  on 
a  family,  and  I  faced  many  years  of  it  as  a  single  parent.  It  was 
too  hard  for  his  father  to  deal  with  at  that  time.  Suffice  it  to  say, 
that  I'm  sure  with  the  system  that  is  coming  about  through  Ed- 
Net,  through  activities  that  have  come  to  be  since  then,  that  we 
would  have  had  a  more  positive  experience. 

What  happened  at  that  time,  for  a  period  of  the  past  earliest  10 
of  the  past  15  years,  was  I  had  to  do  my  own  research  and  digging, 
and  while  that  was  fine,  it's  difficult  for  some  people.  Some  people 
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don't  have  the  skills  or  reading  ability  or  knowledge  or  whatever 
to  even  begin  to  attempt  to  access  information. 

So  I  would  encourage  anything  that  plugs  in  professionals  to 
networking,  telecommunications,  and  also  that  makes  them  com- 
fortable with  working  with  their  patients,  some  of  them  aren't,  it's 
frankly  difficult  for  some  medical  professionals  to  deal  in  bad  news, 
particularly  with  children. 

So  this  would  have  been  a  help  at  the  time.  But  as  I  say,  I'm 
sure  it's  happening.  When  he  was  going  through  his  problems, 
which  culminated  with  diagnosis  of  cancer  at  age  18,  and  we  went 
into  an  out-of-State  hospital  actually  at  the  time,  it  was  a  very, 
very  difficult  time  to  try  to  be  simultaneously  downstairs  in  the  fi- 
nancial aid  office  of  the  hospital  while  upstairs  your  child  is  telling 
you  that  he  doesn't  want  to  live  anymore  because  he's  in  such  pain. 

I  wish  that  the  Oregon  health  plan  had  been  in  effect  then.  I 
think  that  compassionate  and  competent  primary  care  is  a  right 
that  all  families  should  have. 

And  I  will  here  parenthetically  bemoan  the  turnover  of  our  fami- 
ly's local  doctors  in  Union  County.  This  is  a  little  bit  negative.  But 
in  the  past  6  or  7  years  we  lost  three,  a  fourth  counting  an  inter- 
nist of  his,  who  either,  when  they  arrived  in  the  rural  setting,  ei- 
ther they  or  a  spouse  found  it  wasn't  either  culturally  stimulating 
or  lucrative  enough  for  them  to  remain  satisfied. 

I  think  that  will  certainly  change  now  that  the  commitment  has 
been  made  in  our  community,  which  is  Union,  with  the  Union 
health  clinic  nurse  practitioner  team.  And  I'm  very  excited,  frankly, 
that  Eastern  Oregon  State  College  and/or  OSHU  have  made  the  ef- 
fort to  put  this  clinic  together,  or  make  it  happen  at  any  rate,  and 
that  these  individual  practitioners  I  think  coming,  having  been 
trained  and  already  living  in  Grande  Ronde  Valley,  they  sort  of 
know  what  they're  getting  into,  and  I  think  that  that's  a  component 
that's  very  important,  rather  than  recruiting  doctors  to  come  from 
distances  who  haven't  had  rural  experience. 

I  think  the  members  of  this  type  of  health  clinic  will  be  genu- 
inely enthused  about  quality  care,  and  as  Mr.  Ramig  mentioned, 
senior  citizens  have  problems  driving  across  the  valley  or  driving 
distances,  and  this  is  going  to  be  very  welcomed  by  them. 

Also,  actually  I  think  part  of  our  wellness  education  is  needed  in 
a  more  subtle  area,  and  that's  in  the  dissemblance  of  ages  in  which 
is  a  factor  which  runs  through  our  society,  I  think.  In  the  health 
system  in  a  small  clinic  there  will  be  an  opportunity  for  enter- 
generational  contacts,  and  maybe  even  the  mental  health  compo- 
nent can  set  up  enter-generational  day  care  centers  or  day  care 
centers  and  foster  those  kinds  of  contacts. 

So,  in  short,  I  would  simply  encourage  giving  the  Oregon  plan  a 
full  run  and  creating  a  system  whereby  health  care  is  a  right,  and 
I  agree  with  Mr.  Ramig,  that  the  contribution  ought  to  be  made. 

But  I  certainly  feel  that  the  clinics  on  the  rural  level  are  an  im- 
portant component,  and  a  major  component  is  preventive  edu- 
cation, because  the  way  we  are  right  now,  we  really  are  not  com- 
mitted to  seeing  that  our  children  are  inoculated.  We  really  aren't 
committed  to  wellness  programs  and  preventive  education  for  our 
citizens.  It  simply  seems  to  me  that  it  will  cost  us  less  in  the  long 
run  to  spend  those  dollars  than  it  will  to  treat  the  results  of  smok- 
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ing  or  a  lifestyle  thing  that  could  have  been  prevented  later  on. 
Thank  you. 

Senator  Hatfield.  Thank  you,  Ms.  Almquist.  I  would  add  to  that 
counsel  that  you  offered  the  committee  here  today  about  those  per- 
sonal choices  we  make  as  to  the  relation  to  our  odds  on  wellness, 
some  of  the  insurance  companies  today  are  moving  in  the  direction 
that  I  have  found  puzzling  for  many  years,  and  that  is  we  don't 
have  health  insurance,  we  have  sickness  insurance.  And  the  incen- 
tive is,  in  a  sense,  why  stay  well  because  the  only  way  you  benefit 
from  the  insurance  is  getting  sick. 

It  seems  to  me  that  the  insurance  companies  will  be  turning  that 
around,  by  giving  premium  payments  on  the  basis  of  wellness, 
rather  than  having  to  wait  around  until  somebody  files  an  illness 
report.  It  could  be  also  helpful. 

Let  me  ask  you  this  question.  The  use  of  tobacco  and  alcohol, 
drugs,  whatever,  is  there  a  distinction  between  rural  Oregon  and 
urban  Oregon  as  to  the  use  of  such  substances. 

Ms.  Almquist.  I  don't  know  that  there's  any  distinction.  I  guess 
rural,  in  the  rural  areas,  we  sometimes  tell  ourselves  that  it's  not 
as  bad  a  problem  as  the  urban,  and  if  we  do,  we're  probably  deceiv- 
ing ourselves.  I  see  younger  and  younger  tobacco  usage,  smokeless 
tobacco,  those  other  forms,  as  well. 

Senator  Hatfield.  Stuck  under  the  lip. 

Ms.  Almquist.  And  I'm  not  sure,  I  just  read,  in  fact,  that  Califor- 
nia in  some  sectors  is  kicking  itself  in  the  teeth  because  it  has  con- 
tributed to  their  economy's  problems  because  they  have  been  suc- 
cessful in  reducing — they  have  been  too  successful.  In  other  words, 
the  last  5  years  their  wellness  programs  on  preventing  smoking 
have  been  very  successful  and  there  are  those  big  segments  who 
are  bemoaning  that  fact,  that  there  aren't  enough  smokers  any- 
more. V 

Senator  Hatfield.  So  you  don't  see  any  cultural  differences  be- 
tween rural  and  urban  Oregon  on  these  matters? 

Ms.  Almquist.  I  suppose  only  as  I  say,  there  may  be  more  denial 
in  rural  Oregon. 

Mr.  Jones.  I  would  say  from  a  practitioner  point  of  view,  there 
are  fewer  things  to  do  for  the  kids  in  rural  Oregon,  I  see  a  much 
higher  use,  acceptable  use  of  especially  smokeless  tobacco.  Average 
nationwide  for  alcohol  abuse  is  10  to  12  percent.  I  would  estimate 
in  our  community  it's  20  to  25  percent. 

Senator  Hatfield.  Thank  you.  Ms.  Almquist,  you  were  also  men- 
tioning the  need  for  a  support  system,  when  you  faced  this  terrible 
tragedy  in  your  life.  What  would  you  identify  as  the  greatest  need 
if  such  a  system  had  been  in-place?  Information?  Respite  care? 
Physician 

Ms.  Almquist.  Information,  and  maybe  I'm  focusing  on  the  par- 
ent on  the  end  of,  we  met  an  interesting  trail  of  professionals  who 
are  so — which  is  obviously  bound  to  happen,  I  guess.  I  look  at  it 
as  a  pyramid  of  sort,  but  sort  of  an  inverted  pyramid.  The  more 
complex  your  medical  problem,  the  more  specialists  you're  going  to 
see,  but  that's  why  you  need  this  primary  care  physician  or  nurse 
practitioner  at  the  bottom  of  the  pyramid  who  is  aware  of  what's 
out  there,  who  knows  where  to  send  you  and  where  to  channel  you, 
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and  not  that  you  should  just  unquestioningly  take  the  first  course 
of  action. 

But  I  think  that  you're  so  overwhelmed  emotionally  it  can  be 
very  seductive  to  just  take  the  first  spot  that  comes  to  mind,  a 
neighbor  did  this,  or  whatever,  so  you  go  to  that  hospital,  even 
though  they  may  not  be  that  well  versed  in  treating  a  real  whacky 
medical  problem,  fi^ankly. 

Senator  Hatfield.  Thank  you  very  much  for  sharing. 

STATEMENT  OF  JO  ANN  (JOEY)  SWEGLE,  PENDLETON,  OR 

Senator  Hatfield.  Ms.  Swegle,  you  are  the  anchor  person  here 
today. 

Ms.  Swegle.  I'm  the  anchor  person.  Thank  you.  Senator  Hat- 
field, for  inviting  me  to  testify  today.  I  appreciate  your  efforts  in 
listening  to  families  and  the  concerns  that  families  have.  Our  fam- 
ily, like  other  families,  struggle  with  a  loss  of  uncertainty  of  what 
will  happen  to  our  children,  and  struggle  to  keep  our  families  to- 
gether. Many  families  have  a  difficult  time  in  understanding  the 
complexity  of  the  social  service  system  and  become  frustrated,  dis- 
pirited and  dejected  when  trying  and  trying  to  keep  the  treatment 
and  support  not  only  for  their  disabled  children  but  support  for  the 
entire  family. 

Pendleton  is  a  rural  community  with  a  population  of  15,000.  The 
eastern  Oregon  region  is  a  vast  geographical  area  of  small  rural 
communities  that  are  separated  by  hundreds  of  miles.  Accessing 
most  treatment  for  a  disabled  child  would  require  a  family  to  drive 
back  and  forth  from  Portland  to  Salem  hundreds  to  thousands  of 
miles  for  a  family.  I  hope  that  as  you  listen  to  our  family's  experi- 
ence, that  it  will  encourage  you  to  continue  to  advocate  for  in- 
creased health  care  needs  for  rural  communities. 

My  son  Joshua  just  turned  15  years  old  last  week.  Joshua  lives 
in  Oregon  State  Hospital,  Children  and  Adolescent  Treatment  Pro- 
gram, and  he's  lived  there  for  3  years  now.  Joshua  has  a  diagnosis 
of  a  neurological  biological  disorder — schizoaffective  disorder.  My 
son  is  mentally  ill. 

Joshua  became  ill  when  he  was  5  years  old.  We  began  to  see  be- 
havioral problems  that  we  were  uncertain  and  professionals  were 
uncertain  what  were  the  cause  of  We  continued  through  family 
counseling,  but  Joshua's  behaviors  began  to  increase.  When  our  son 
turned  7  years  old,  we  had  neighbors  reporting  to  us  that  Joshua 
was  seen  darting  in  front  of  cars,  almost  getting  hit.  We  began  to 
watch  him  more  and  more  closely  to  see  what  was  happening. 

One  day  after  a  school  program,  he  was  throwing  some  rocks  at 
a  dumpster,  when  a  school  aide  approached  him,  he  ran  into  the 
school  building  and  went  to  the  second  floor  of  the  building  and 
threatened  to  jump  off  of  the  building. 

The  school  aide  was  able  to  bring  him  back  to  the  school  grounds 
but  later  when  he  returned  home,  he  tried  suffocating  himself 
Right  after  that  he  was  admitted  to  a  private  hospital,  psychiatric 
hospital  in  Portland.  For  the  next  4  years,  he  was  in  and  out  of 
that  psychiatric  hospital  four  times. 

During  that  time  our  medical  bills  for  the  psychiatric  hospital 
rose  to  about  $1,500,000.  Most  of  our  insurance,  we  did  have  insur- 
ance, but  that  did  not  cover  everything.  When  Joshua  was  with  us, 
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an  outpatient,  we  were  paying  $100  to  $140  a  week  for  Joshua  to 
be  seen  by  a  psychiatrist  weekly. 

When  he  came  to  visit  me  in  Pendleton,  he  would  see  a  psychia- 
trist. When  he  was  with  his  father  in  Portland,  he  would  see  a  psy- 
chiatrist. We  were  very  fortunate  at  the  time  when  Joshua  was  liv- 
ing with  me  to  have  a  child  psychiatrist  in  Pendleton.  It  was  very 
difficult  for  me  to  believe  that  my  7-year-old  son  would  want  to 
commit  suicide.  I  had  never  heard  of  anything  like  this  happening 
with  a  child.  We  loved  him  very  much.  And  we  tried  very  much  to 
care  for  him.  But  we  could  not  control  some  of  his  thoughts. 

For  the  next  4  years  our  insurance  began  to  extinguish.  And  fi- 
nally our  insurance  did  extinguish.  Joshua  was  in  a  very  critical 
state.  He  was  causing  problems  with  me  at  home  here  in  Pendle- 
ton. I  was  asking  for  services  from  CSD  and  mental  health  to  help 
me.  I  was  asking  for  crisis  respite,  and  none  of  those  services  were 
given  to  me  because  we  were  told  that  in  a  rural  community  like 
this,  that  we  did  not  have  this  type  of  service. 

Our  son  became  more  and  more  disturbed.  And  I  was  told  by  the 
counselors  and  the  doctors  that  were  treating  my  child  that  if  he 
became  disruptive,  that  I  was  to  call  the  police.  I  did  call  the  police 
several  times.  And  they  did  calm  Joshua  down.  But  they  did  come 
for  the  last  time,  and  I  had  to  have  my  son  arrested  and  sent  to 
juvenile  detention  for  him  to  receive  treatment. 

My  son  is  not  a  criminal.  But  he  was  placed  in  juvenile  deten- 
tion, to  be  kept  in  a  secure  unit.  But  he  was  with  other  children 
that  had  committed  large  crimes.  He  did  not  understand  this.  And 
he  was  very  frightened  and  very  scared  of  being  in  that  atmos- 
phere. He  was  suicidal  and  had  to  be  watched  constantly. 

We  had  taken  our  son  many  times  to  Portland  by  ourselves  to 
the  doctor,  but  this  time  was  a  different  picture  for  us.  This  time 
my  children  and  I  came  to  take  our  child  to  Portland.  When  our 
child  came  out  of  juvenile  detention  and  was  loaded  into  a  county 
car,  he  had  leg  arms  and  handcuffs  on.  My  children  began  to  cry. 
They  couldn't  believe  that  their  brother  was  being  treated  the  way 
he  was  being  treated.  Our  son  that  was  mentally  ill  was  being 
treated  like  a  criminal. 

Since  our  insurance  had  been  exhausted,  we  had  no  choice  but 
to  voluntarily  commit  our  child  to  Oregon  State  Hospital.  We  were 
told  that  when  he  first  went  there,  that  he  would  be  there  for  6 
months  for  an  assessment,  and  then  placed  in  a  residential  pro- 
gram. 

However,  my  son  has  been  there  3  years  now,  and  he's  had  one 
opportunity  at  a  residential  program.  It  was  a  less  restrictive  pro- 
gram that  wasn't  able  to  care  for  his  mental  illness,  and  so  he  was 
sent  back  to  the  hospital.  During  that  time  we  were  asked  to  give 
up  custody  of  our  son,  and  this  was  something  that  his  father  and 
I  had  fought  against  for  years  and  years,  because  we  wanted  to  be 
involved  in  his  treatment  and  placement. 

However,  we  were  told  that  if  we  did  not  place  Joshua  at  the 
State  hospital — or  at  the  residential  program,  that  if  we  placed 
Joshua  at  the  residential  program  and  did  not  sign  over  custody  of 
Joshua,  that  Joshua  could  not  go  to  the  treatment  program  and 
could  not  receive  the  treatment. 
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We  finally  signed  the  custody  of  our  child  over  to  the  State  so 
that  he  could  receive  the  treatment.  I  was  very  upset  about  the 
signing  of  the  custody  papers.  I  had  to  sign  the  papers  either  that 
I  was  a  negligent  parent  or  that  my  son  was  a  delinquent. 

His  father  and  I  had  worked  very  hard,  financially,  in  trying  to 
take  care  of  Josh,  for  all  of  this  time,  and  then  we  were  asked  to 
sign  papers  that  we  were  a  delinquent  family.  We  are  not  a  delin- 
quent family.  We  were  burdened  with  the  high  cost  of  hospital  ex- 
penses and  trying  to  deal  with  a  child  that  was  very  severely  emo- 
tionally disturbed  without  the  support  of  any  type  of  a  community 
service  other  than  a  therapist.  I  shared  my  concerns  about  custody 
relinquishment  with  Judy  Reckon  from  Oregon  Family  Support 
Network,  and  individuals  from  Research  Training  Center  on  Fam- 
ily Support  and  Children's  Mental  Health. 

They  went  to  work  quickly  to  advocate  for  the  change  in  the  cus- 
tody law.  On  November  4,  1993,  House  Bill  3577  became  effective, 
which  required  that  famihes  no  longer  had  to  give  up  custody  of 
their  children,  but  they  did  have  to  sign  a  voluntary  placement 
agreement  with  Children's  Services. 

On  December  15,  1993,  we  had  custody  of  our  son  returned  to  us. 
This  was  a  very  happy  day  for  all  families,  to  have  children  that 
are  disabled  not  to  have  to  relinquish  custody  of  their  children  to 
the  State. 

My  child  can  nov^  go  into  a  residential  program  but  there  are 
very  few  residential  programs  in  the  State  of  Oregon  that  have 
services  for  children  with  mental  illness.  Most  of  the  programs 
serve  children  that  have  behavioral  problems.  But  working  with  a 
child  that  is  as  severe  as  Josh  is,  is  very  difficult.  Joshua  is  being 
placed  on  a  new  medication  that  is  just  being  used  now  in  the 
United  States.  It's  a  very  costly  medication.  But  it's  hoped  with 
this  medication  that  Josh  will  be  able  to  go  into  a  different  type 
of  residential  placement. 

I'm  working  with  the  Umatilla  County  Mental  Health  to  try  to 
develop  a  placement  for  Josh  at  this  time.  One  of  the  issues  that 
I  have  in  returning — in  Joshua  returning  home  to  me  in  Pendleton, 
to  rural  Pendleton,  are  the  following  issues:  Pendleton  does  not 
have  a  psychiatric  hospital  for  children.  The  closest  hospital  would 
be  the  Portland  area.  Pendleton  does  not  have  a  crisis  stabilization 
program.  If  my  son  had  a  problem  and  his  behaviors  began  to  esca- 
late, I  wouldn't  be  able  to — they  don't  have  a  program  here  in  Pen- 
dleton where  he  could  go  for  a  couple  of  days  or  a  week  to  regain 
enough  skills  to  be  able  to  come  back  home  to  live  with  me.  The 
other  problem  that  families  face  are  transportation  back  and  forth 
from  Portland.  It  is  very  costly  and  very  expensive.  The  transpor- 
tation program  that  would  be  needed  to  transport  Josh  to  a  psy- 
chiatric hospital  is  very,  very  expensive,  and  a  rural  mental  health 
agency  would  be  very,  very  strapped  for  expenses  to  be  able  to  pro- 
vide that  type  of  transportation  for  him. 

Another  barrier  that  Pendleton  has  is  that  there  are  no  day 
treatment  programs  for  my  child,  so  educationally  he  would  not  be 
able  to  benefit  from  any  type  of  education  here  in  Pendleton.  There 
are  special  education  and  day  treatment  programs  in  Portland,  but 
there  are  none  in  the  Pendleton  area  or  in  eastern  Oregon. 
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Pendleton  only  has  one  psychiatrist.  This  psychiatrist  is  a  child 
psychiatrist  that  flies  in  one  time  a  month  to  meet  all  of  the  chil- 
dren's needs,  mental  health  needs  in  Umatilla  County.  Some  of  the 
other  communities  don't  even  have  a  child  psychiatrist  for  their 
children.  The  cost  of  Joshua's  care  in  the  State  hospital  is  $10,000 
per  month.  Families  can  have  in-home  support  for  care  for  their 
child  for  a  small  portion  of  that  monthly  amount. 

Since  the  passage  of  House  Bill  3577,  Oregon's  new  custody  law, 
parents  who  have  custody  of  their  disabled  children  or  who  have 
voluntary  placement  agreements  with  CSD  must  be  notified  now  if 
their  child  has  any  changes  in  medical  treatment  or  medication 
changes.  Since  the  passage  of  this  law,  the  hospital  is  now  calling 
me  and  informing  me  every  time  my  son  is  sent  to  the  hospital, 
every  time  there  is  a  change  in  the  medication.  That  has  not  oc- 
curred. This  is  the  first  time  that  this  has  happened  since  Joshua 
has  been  in  the  hospital  for  3  years.  So  this  has  been  something 
that  has  been  very  positive  for  families. 

One  of  the  very  extreme  problems  that  families  have  with  the 
custody,  or  the  placement  of  their  child  for  treatment  in  the  valley, 
is  the  transportation  and  cost  of  going  back  and  forth  for  treat- 
ment, therapy,  and  still  trying  to  maintain  a  relationship  with  your 
children.  We  travel  back  and  forth  from  Portland  every — from 
Salem,  every  3  weeks  to  try  to  be  involved  with  our  son  and  his 
treatment  and  care.  That's  very  costly  for  us. 

You  know,  our  transportation  back  and  forth,  our  meals,  our 
lodging,  if  my  other  children  go  with  me,  I  have  their  cost  of  lodg- 
ing and  meals,  but  we  still  want  to  maintain  that  relationship  with 
our  son.  So  we  bear  those  expenses,  even  though  it  is  very  difficult 
for  us.  We  would  like  to  be  more  involved  in  his  treatment,  but  it 
is  almost  impossible  for  us  to  do  that. 

I  have  spent  all  my  vacation  time  and  my  sick  time  traveling 
back  and  forth,  trying  to  be  involved  in  my  son's  life.  When  Joshua 
was  in  CSD  custody,  I  was  required  to  pay  child  support.  I  was 
very  happy  to  pay  child  support  to  my  son.  But  I  didn't  realize  the 
hardship  that  that  was  going  to  cause  for  me.  That  meant  that  I 
had  to  limit  my  visits  with  my  son,  that  I  couldn't  go  back  and 
forth  as  often  to  be  involved  in  his  treatment  and  his  care.  My  cus- 
tody is  now  back  to  me,  and  I  no  longer  pay  child  support.  And  so 
we  have  continued  our  schedule  of  every  3  weeks  visit  back  and 
forth  to  the  Portland  area. 

One  of  the  barriers  that  I  had  in  keeping  my  son  at  home  was 
that  there  was  no  child  care  for  my  son.  I  could  not  send  my  son 
to  a  normal  child  care  provider.  The  children  in  the  prior  setting 
would  have  been  at  risk  with  my  son  being  there.  And  I  couldn't 
afford  to  have  a  specialized  person  come  into  my  home  to  provide 
care  for  my  son  also.  I'm  a  single  mother  with  three  children  alto- 
gether, and  I  have  to  maintain  my  job  and  my  household  for  them 
also. 

Many  times  I  care  for  my  son  24  hours  a  day  without  any  type 
of  a  respite  or  relief  And  I  know  that  this  happens  not  only  for  me 
but  for  other  families  with  mentally  and  emotionally  ill  children 
with  developmentally  developed  children,  that  don't  have  any  ac- 
cess for  the  relief  of  the  care  of  their  children. 
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It's  an  ongoing  problem.  And  just  in  this  last  3  months  we  have 
been  able  to  have  some  respite  care  come  in  to  Umatilla  County, 
but  there  continues  to  be  a  need  for  children  with  mental,  or  emo- 
tional disturbances,  to  have  that  type  of  respite. 

Also,  there  is  no  foster  care  treatment  homes  for  children  with 
mental  illness.  And  the  only  people  that  have  been  able  to  help  me 
have  been  friends  and  my  own  children  who  have  helped  me  raise 
my  son  and  be  there  for  us  as  we  have  fought  through  the  crises 
when  Josh  has  had  his  crises.  My  children  have  been  there  to  take 
pain  when  they  have  been  hit  by  their  son — by  their  brother.  They 
have  been  there  to  hold  him  while  he  is  hurting  himself,  self-abu- 
sively  trying  to  hurt  himself.  And  we  have  cried,  the  three  of  us 
together,  trying  to  hold  our  son  down  so  that  he  doesn't  hurt  us. 

We  love  Josh  very  much,  and  our  goal  is  to  have  Joshua  home 
with  us  at  some  point.  One  of  the  problems  would  be  if  Joshua 
came  home  with  us,  is  that  my  insurance  is  now  excluded  for  insur- 
ing Joshua.  I  make  a  high  enough  salary  that  I  would  not  qualify 
for  Medicaid  services.  My  son  would  not  receive  the  medication 
that  he  would  need.  He  would  not  have  the  support  that  he  needed 
in  order  to  maintain  himself  at  home. 

I  feel  sometimes  that  my  son  will  never  come  home  to  me.  I  am 
the  Oregon  Family  Support  Network  family  advocate  for  Pendleton. 
I  try  to  support  all  families  that  have  children  with  a  mental  ill- 
ness and  try  to  advocate  for  their  needs.  Oregon  Family  Support 
Network  was  chosen  to  receive  a  federally  funded  grant  this  year 
to  support  families.  Oregon  Family  Support  Service  Network  was 
chosen  out  of  22  States  to  receive  a  Federal  grant  this  year  to  con- 
tinue education  and  support  for  families.  We  have  also  been  able 
to  access  the  RODEO  network  and  providing  education  to  families 
and  service  providers  about  families — about  family  issues  and 
about  the  problems  that  siblings  have  in  trying  to  have  their  dis- 
abled brother  and  sister  live  at  home  and  the  conflicts  that  arise 
with  having  a  disabled  member  of  the  family  living  with  them. 

With  the  managed  care  that  has  come  into  the  county,  I've  seen 
great  progress  come  into  our  mental  health  agency.  We've  been 
able  to  hire  more  workers  to  be  able  to  access  the  EPSDT  fundings 
that  are  available  with  children  with  mental  health  needs. 

I  want  you  to  know  that  this  year,  this  Thanksgiving,  was  the 
first  time  that  my  son  had  been  able  to  be  in  our  home  for  2y2 
years.  It  was  the  first  year  in  2V2  years  that  my  son  had  been  able 
to  see  his  grandparents.  We  live  in  such  a  rural  community,  that 
all  of  the  services  that  are  available  are  in  the  Portland  area. 

I  appreciate  your  advocating  for  services  in  rural  areas.  I  know 
that  it  will  be  beneficial  to  our  family  as  well  as  other  families  that 
have  children  with  mental  illness  or  developmental  disability. 
Thank  you. 

[The  statement  follows:] 

Statement  of  Jo  Ann  Swegle 

Thank  you  for  inviting  me  to  testify  on  rural  health  issues  during  the  field  hear- 
ing of  the  Appropriation  Committee  of  the  United  States  Senate  in  Pendleton,  Or- 
egon on  Tuesday,  April  5th,  1994. 

I  appreciate  your  efforts  in  listening  to  the  concerns  of  families.  Other  Families, 
like  my  family,  struggle  with  the  loss  and  uncertainty  of  what  will  happen  to  our 
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disabled  children.  We  struggle  to  understand  our  childrens  illness  and  struggle  to 
keep  our  family  together. 

Many  families  have  a  difficult  time  in  understanding  the  complexity  of  the  social 
services  system  and  become  frustrated,  dispirited,  and  dejected  when  trying  and  try- 
ing to  get  the  treatment  and  support  not  only  for  their  disabled  child,  but  support 
for  the  entire  family. 

Pendleton,  Oregon  is  a  rural  community  with  a  population  of  15,000.  The  Eastern 
Oregon  region  is  a  vast  geographical  area  of  small  rural  communities  that  are  sepa- 
rated by  hundreds  of  miles.  Accessing  most  treatment  for  a  disabled  child  would  re- 
quire a  family  to  drive  back  and  forth  to  the  Portland  area  six  hundred  to  1,200 
miles  with  each  trip. 

I  hope  that  as  you  listen  to  our  families  experiences  it  will  encourage  you  to  con- 
tinue to  advocate  for  increased  health  care  needs  for  rural  communities. 

OUR  FAMILY  STORY 

My  Son,  Joshua,  just  turned  15  years  old  last  week.  Josh  lives  at  Oregon  State 
Hospital's  Child  and  Adolescent  Treatment  Program  in  Salem,  Oregon.  Josh  has 
lived  at  the  State  Hospital  for  almost  three  years  now. 

Josh  has  been  diagnosed  as  having  a  Neurobiological  Disorder,  schizo-affective 
disorder.  It  is  a  disorder  of  the  nerve  cells — or  neurons — of  the  brain.  My  Son  has 
a  Mental  Illness. 

Josh  became  noticeably  different  from  other  children  his  age  when  he  was  five 
years  old.  Josh  began  having  many  behavioral  problems  that  professional  as  well 
as  ourselves  could  not  understand.  Our  values,  marital  relationship,  parenting 
styles,  was  the  focus  of  Josh's  inappropriate  behavior.  His  Father  and  I  were  in  the 
process  of  a  divorce  and  we  were  treated  as  if  we  were  the  cause  of  Josh's  problems. 
Josh  went  to  live  with  his  Father  because  Josh  was  very  aggressive  to  me.  We  vis- 
ited back  and  forth  often.  However  problems  continued  to  occur. 

As  Josh  turned  seven,  neighbors  began  reporting  that  they  had  seen  Josh  dart 
in  front  of  cars,  and  was  concerned  for  his  safety.  His  Father  began  watching  him 
closely.  One  day  at  an  after  school  program,  Josh  was  causing  problems  by  throwing 
rocks.  A  school  aide  went  to  stop  Josh,  however.  Josh  ran  into  the  school  building 
and  climbing  out  onto  a  ledge  threatening  to  jump.  The  school  aide  was  able  to  talk 
him  down  from  the  ledge  and  his  Father  came  to  pick  him  up  from  the  school.  As 
Josh  returned  home  from  the  school  he  was  asked  to  go  to  his  room  to  calm  down. 
When  his  Step-Mother  came  in  the  room  to  check  him,  she  found  Josh  suffocating 
himself  with  a  plastic  bag. 

Josh  was  taken  to  a  private  psychiatric  hospital  in  Portland.  We  were  told  by  Doc- 
tors that  our  son  was  very  seriously  ill.  We  were  told  he  was  very  suicidal  and  at 
times  delusional.  It  was  so  hard  for  me  to  believe,  a  child  wanting  to  die.  My  child. 
I  had  not  heard  of  anything  like  this  before,  he  was  only  seven  years  old.  We  had 
tried  everything  we  possibly  could  to  help  him  feel  loved  and  cared  for.  But  all  our 
love  and  affection  would  not  change  his  thinking.  Our  Son  was  very  seriously  Emo- 
tionally Disturbed. 

For  the  following  four  years  our  Son  was  in  and  out  of  the  private  psychiatric  hos- 
pital. We  felt  very  fortunate  that  Josh  had  medical  insurance,  but  costs  were  rising 
for  us.  Josh  had  a  total  of  four  Hospitalizations  costing  over  $150,000.  Josh  was  see- 
ing a  psychiatrist  weekly  costing  $100  to  $140  per  visit.  Josh  moved  back  and  forth 
between  his  Father  in  Portland  and  me  in  Pendleton  for  the  next  Five  Years.  Josh 
would  do  fair  for  a  year  then  began  to  have  problems.  We  were  advocating  for  spe- 
cial Services  for  Josh  at  his  school.  Josh  would  move  from  a  Self-contained  class- 
room in  Beaverton,  to  a  one-to-one  aide  provided  by  the  school  in  Pendleton.  We 
were  threatened  by  the  Hospital  that  if  we  admitted  Josh  to  the  Hospital  one  more 
time  that  they  would  call  CSD  and  have  Josh  removed  from  our  home.  We  were 
dispirited  again,  we  were  trying  so  hard  to  maintain  Josh  at  home,  at  all  costs.  We 
were  fearful  of  losing  control  of  our  childs  treatment  and  placement,  by  having  to 
give  custody  of  our  child  to  the  State.  His  Father  and  I  agreed  we  would  do  any- 
thing to  keep  custody  of  Josh,  and  keep  Josh  at  home. 

Three  years  ago  our  insurance  expired  for  Josh,  again  he  was  seriously  ill.  Josh 
was  living  in  Pendleton  with  me,  he  had  become  aggressive  at  home,  and  our  neigh- 
bors became  very  uneasy  about  his  behavior.  Josh  became  suspicious  of  others  and 
his  thoughts  were  becoming  more  and  more  disturbed.  The  police  came  to  my  house 
several  times  trying  to  calm  Josh.  For  months  I  had  been  begging  for  respite,  and 
crisis  placement  for  mv  child,  but  I  was  told  nothing  was  available  to  help  my  son 
and  our  family.  One  day  Josh  slightly  hit  me  in  the  face — I  called  the  police  and 
had  to  have  my  own  Son  arrested  so  that  he  could  receive  treatment.  Josh  was 
placed  in  juvenile  detention  for  two  weeks  while  plans  were  being  developed  to  place 
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Josh  at  the  Oregon  State  Hospital.  At  this  time,  the  placement  at  detention  was  the 
only  safe  place  that  I  was  told  could  be  found  for  Josh.  (I  found  out  months  later 
that  other  options  could  of  been  available  to  my  ill  son.)  Josh  was  now  living  with 
other  children  in  a  Juvenile  Detention.  A  jail  for  a  child  that  is  very  ill — I  could 
not  believe  that  this  was  the  only  option  for  Josh.  Josh  was  ill,  not  a  criminal.  Josh's 
self-esteem  was  very  low.  He  was  on  a  suicidal  watch  every  20  minutes.  Josh's 
thoughts  were  confused  and  he  was  very  scared. 

We  had  taken  Josh  to  Portland  several  times  to  the  hospital  in  the  past.  We 
would  stop  to  play  in  the  parks,  go  for  walks,  and  go  to  his  favorite  place  to  eat, 
reassuring  him  that  we  would  always  be  there  for  him.  This  time  it  was  different, 
we  were  out  of  insurance.  We  had  to  voluntary  commit  Josh  to  Oregon  State  Hos- 
pital. The  ride  was  different  now.  Josh  was  in  Jail.  My  mentally  ill  son  was  now 
in  leg  arms,  and  handcuffed  being  transported  to  Salem.  We  were  not  allowed  to 
take  him  to  the  hospital.  I  was  able  to  go  with  Josh  to  the  State  Hospital  in  the 
county  caged  car  because  I  was  a  county  employee.  (Other  families  would  of  not 
been  able  to  do  this.)  Josh  was  very  scared — as  we  drew  closer  to  Salem  Josh  and 
I  held  hands  through  caged  bars,  as  I  tried  again  to  reassure  him  that  we  would 
always  be  here  for  him.  As  we  admitted  Josh  to  the  hospital  in  Salem  Josh  was 
shaking,  begging  me  not  to  leave  him.  As  I  left  the  hospital  I  was  dizzy  about  to 
faint,  I  was  helped  by  the  Social  Worker  out  to  the  car  and  I  cried  the  entire  trip 
back  to  Pendleton. 

I  visited  Josh  every  week  for  a  month,  then  every  two  weeks  after  that.  On  one 
of  my  visits,  after  a  month.  Josh  said  "You  know  Mom,  There  are  kids  here  that 
have  been  in  the  Hospital  for  years."  "Mom  please  don't  make  them  keep  me  here 
that  long",  "  I  want  to  go  home".  I  promised  Josh  that  I  was  told  he  would  only 
be  at  the  Hospital  for  evaluations  and  that  it  would  take  at  the  most  six  months. 
I  have  not  been  able  to  keep  my  word  with  Josh,  and  it  breaks  my  heart,  Josh  has 
been  at  the  hospital  for  almost  three  years  now.  Josh  was  given  a  trial  at  a  Residen- 
tial Program  in  Portland  for  four  months,  but  because  of  his  mental  Illness  they 
were  unable  to  keep  him  safely.  Josh  returned  to  the  hospital. 

We  hoped  to  have  him  placed  in  a  more  secure  setting  but  the  very  few  place- 
ments that  are  available  are  not  willing  to  work  with  a  child  with  a  mental  Illness. 
Josh  is  on  a  new  medication  it  is  a  fairly  new  drug,  just  now  being  used  in  the  Unit- 
ed States.  It  is  now  hopeful  that  Josh  may  be  able  to  live  in  a  Residential  Program, 
outside  of  the  Hospital. 

Over  the  years  we  have  met  with  many  difficulties  in  trying  to  be  active  in  Josh's 
life.  Some  of  our  goals  have  been  met  and  some  we  are  still  working  towards.  We 
always  pray  that  Josh  will  eventually  be  able  to  move  home. 

The  following  are  a  list  of  barriers  that  I  have  struggled  with  in  helping  Josh  to 
return  to  his  family  home  in  Pendleton: 

Custody 

Before  Josh's  placement  to  the  Residential  Program  in  Portland  I  knew  that  I 
would  be  approached  to  give  up  custody  of  Josh  to  the  state  in  order  for  Josh  to 
receive  community  treatment.  I  advocated  to  the  state  for  voluntary  custody,  they 
allowed  me  one  month  of  voluntary  placement.  One  month  later  the  state  told  me 
that  if  I  did  not  sign  over  complete  custody  of  Josh  I  would  have  to  pay  for  Josh's 
residential  placement  which  was  $4,000  a  month  or  return  to  the  hospital.  No  fam- 
ily can  afford  that.  I  refused  to  sign  the  paper  work  for  two  weeks,  I  was  very  upset 
by  the  way  the  paperwork  read.  I  had  to  sign  the  paper  stating  that  I  had  been 
a  negligent  parent,  or  that  my  son  was  a  delinquent,  nothing  could  be  stated  on  the 
paperwork  that  my  son  was  Mentally  111  and  needed  treatment. 

I  sadly  signed  custody  of  Josh  to  the  state,  stating  that  Josh  was  a  delinquent, 
I  could  not  afford  to  pay  for  his  care.  I  shared  my  concerns  about  relinquishment 
of  Custody  for  disabled  children  with  Judy  Rankine,  Coordinator  of  Oregon  Family 
Support  Network,  and  several  individuals  from  the  Research  and  Training  Center 
on  Family  Support  and  Children's  Mental  Health  Regional  Research  at  Portland 
State  University.  Every  one  went  quickly  to  work  to  advocating  for  a  new  custody 
Law.  I  spoke  at  different  meetings  in  Eastern  Oregon  advocating  for  others  to  sup- 
port the  passage  of  H  3577.  With  great  success  the  Law  became  effective  on  Novem- 
ber 4th,  1994.  On  December  15,  1994  we  had  the  custody  of  Josh  returned  to  us. 
It  was  a  very  happy  day  for  all  families. 

Residential  placements 

Very  few  Residential  Programs  are  available  to  children  with  Mental  Illness.  The 
programs  opt  to  take  a  child  with  behavioral  problems  over  a  child  with  mental  Ill- 
ness. Many  of  the  programs  are  not  trained  effectively  in  working  with  children  who 
have  mental  illness,  and  tend  to  treat  the  behaviors  and  not  the  illness.  Eastern 
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Oregon  has  only  two  small  residential  programs.  Children  from  all  over  the  state 
are  placed  into  the  two  programs,  and  children  from  Eastern  Oregon  do  not  have 
a  priority  for  services  in  those  residential  programs. 

Service  systems 

When  you  have  a  child  with  a  Mental  Illness  you  work  with  many  service  provid- 
ers. Unfortunately,  Our  family  continues  to  struggle  in  trying  to  understand  which 
service  providers  will  be  responsible  for  helping  Josh  with  placement.  When  Josh 
first  entered  the  hospital,  after  one  year  the  hospital  Social  Worker  began  looking 
for  placement  for  Josh.  Since  Josh  had  lived  in  the  Portland  area  and  the  Pendleton 
area  the  State  CSD  in  both  area  could  not  decide  which  one  was  going  to  be  respon- 
sible for  Josh's  community  placement.  Umatilla  County  CSD  finally  became  the  re- 
sponsible county  since  the  original  placement  to  the  hospital  occurred  in  Umatilla 
County.  Josh's  first  residential  placement  finally  occurred  when  I  spent  One  Hour 
on  the  Phone  with  both  agencies  tiying  to  get  the  placement  established  before  time 
had  lapsed  and  another  child  would  take  the  slot. 

Josh  was  only  in  the  placement  for  five  months,  but  now  we  had  tried  a  less  re- 
strictive placement  and  the  next  placement  would  hopefully  be  able  to  support  Josh 
and  his  Mental  Illness.  Since  I  now  have  custody  of  Josh  back,  the  County  Mental 
Health  Program  will  be  looking  for  Josh's  placement  to  hopefully  serve  his  Mental 
Illness.  An  appropriate  placement  for  Josh  is  now  the  issue. 

PLACEMENT  IN  UMATILLA  COUNTY 

The  following  are  reasons  I  have  been  given  as  to  why  Josh  cannot  move  home 
to  Pendleton. 

— Rural  Pendleton  does  not  have  a  psychiatric  hospital  for  Children,  if  Josh  re- 
quired hospitalization  he  would  have  to  be  transported  to  Portland. 

— Pendleton  does  not  have  a  crisis  stabilization  placement  program.  Josh  would 
have  to  go  to  Portland  for  two  weeks  for  crisis  placement  it  his  thoughts  became 
confused. 

— Pendleton  does  not  have  resources  for  family  respite.  Josh  would  have  to  go  to 
Portland,  however,  respite  is  not  available  to  families  throughout  the  state. 

— Transportation  to  the  Portland  Area  in  a  secure  and  non-threatening  transpor- 
tation program  would  be  to  expensive  for  a  small  rural  agency. 

— Rural  Pendleton  does  not  have  a  day  treatment  program  that  would  provide  in- 
tensive psychiatric  treatment  with  special  education.  Josh  would  have  to  go  to 
Portland. 

— Pendleton  only  has  a  one  child  psychiatrist  that  flies  in  from  Portland  one  time 
a  month  to  treat  children  with  Mental  health  needs  in  all  of  Umatilla  County. 
Some  counties  do  not  even  have  local  assess  to  a  psychiatrist. 

The  cost  of  Josh's  care  is  about  $10,000  a  month  at  Oregon  State  Hospital.  Fami- 
lies can  have  in  home-support  and  care  for  their  own  children  at  home  with  only 
a  small  portion  of  that  monthly  amount. 

Informed  consent 

Since  the  passage  of  HB  3577,  Oregon's  New  custody  Law,  families  now  who  have 
custody  of  their  disabled  children  and  families  that  have  voluntary  placement  agree- 
ments with  the  CSD,  and  have  their  children  placed  in  inpatient  and  residential 
services,  must  notify  parents  and  or  guardian  (under  Oregon  Law)  to  be  informed 
of  any  changes  in  their  childrens  Medications  and  medical  treatment. 

Parents  must  sign  a  written  consent  for  treatment  unless  there  is  an  emergency. 
Since  this  law  has  become  more  apparent  to  families,  families  are  now  receiving  in- 
formation on  their  child.  The  State  Hospital  is  now  calling  me  at  all  times  to  re- 
quest medical  consent.  I  now  know  what  is  happening  to  my  son  without  having 
to  push  for  answers  with  the  hospital. 

RURAL  FAMILIES  EXPENSES 

As  A  Family  of  a  disabled  child  who  requires  placement  in  the  Salem  and  Port- 
land area  I  know  the  hardships  that  have  been  placed  on  our  family  in  trying  to 
be  involved  in  Josh's  treatment  and  life.  We  travel  700  miles  (total  mileage  back 
and  forth)  to  visit  Josh.  I  know  families  that  travel  twice  that  distance  in  rural 
Eastern  Oregon  to  be  a  part  of  treatment  and  visiting  their  family  members.  I  travel 
that  distance  three  times  a  month  to  see  Josh.  The  mileage  is  only  part  of  the  ex- 
pense. Lodging  and  Meals  all  add  up.  And  when  I  take  my  other  children  with  me 
to  visit  their  brother  I  have  to  also  pay  for  their  lodging  and  meals.  At  times  I  have 
been  able  to  use  the  family  housing  at  the  hospital.  I  do  use  the  800  number  for 
twice  weekly  phone  calls  to  Josh.  But  other  phone  costs  in  advocating  for  Josh's 
placements,  and  arrangements  for  visits  have  been  at  my  cost.  I  purchase  all  of 
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Josh's  clothes,  shoes  and  special  hygiene  products.  I  have  used  the  majority  of  my 
sicktime  and  Vacation  time  in  attending  Josh's  meetings  and  visits. 

When  CSD  has  custody  of  Josh  I  was  paying  child  support  and  tried  to  continue 
the  scheduled  visits  with  Josh.  I  was  barely  able  to  pay  our  bills,  plus  support  my 
two  children  that  were  living  at  home.  The  hardships  have  caused  a  great  deal  of 
distress  for  our  entire  family.  This  last  Thanksgiving  was  the  first  time  Josh  has 
been  allowed  to  travel  to  Pendleton  for  a  family  holiday  for  two  and  half  years. 

It  was  the  first  time  he  had  seen  his  grandparents  for  two  and  half  years.  (Due 
to  their  poor  health  they  had  been  unable  to  travel  to  visit  Josh  in  Salem.)  It  was 
the  first  time  in  two  and  one  half  years  that  we  have  been  able  to  be  all  together 
as  a  family.  Families  belong  together.  Thanksgiving  was  worth  all  the  travel  in  get- 
ting him  and  traveling  him  back  to  Salem.  We  hope  that  he  can  have  many  more 
visits  home. 

We  love  Josh  more  than  anything  in  this  world,  and  we  strive  to  keep  him  forever 
close,  and  apart  of  his  family  no  matter  what  the  hardships  bring. 

CHILD  care/respite 

For  the  years  that  Josh  was  living  at  home  childcare  has  always  been  a  problem. 
Josh  could  not  go  to  a  normal  daycare,  and  was  insulted  when  he  became  older  that 
he  had  to  have  home  supervision.  Being  a  single  Mom,  and  trying  to  handle  a  family 
and  a  job,  and  a  disabled  child  is  a  challenge  that  I  found  stressful  and  frustrating. 
I  could  not  afford  a  specially  trained  person  to  supervise  Josh,  and  I  could  not  afford 
to  leave  my  job  and  maintain  the  household.  During  periods  of  crisis  I  had  no  relief, 
it  was  24  hours  a  day,  my  children  living  at  home  were  my  only  help  and  many 
times  they  were  as  unable  to  support  Josh.  My  son  moved  to  Florida  to  go  to  college 
when  Josh  went  in  to  crisis  and  had  to  be  placed  in  detention.  My  son  called  crying 
from  Florida  sadly  saying  he  never  should  of  gone  to  Florida,  and  left  me  and  his 
sister  alone  with  Josh.  My  son  knew  that  Josh  had  gotten  bigger  in  size  and  that 
we  both  could  not  handle  him  alone.  I  had  to  reassure  Mark  that  his  college  was 
important  to  me  and  I  wanted  him  to  stay  in  school.  At  this  time  my  son  is  home 
in  Pendleton  going  to  college  and  my  daughter  is  married  and  living  in  Portland. 
Both  of  my  older  children  will  be  gone  from  the  house  this  fall.  When  Josh  comes 
for  a  visit  I  will  no  longer  have  anyone  to  help  me  with  Josh.  Without  support  Josh 
will  not  be  able  to  come  home,  even  for  visits. 

MEDICAL  INSURANCE 

If  Josh  would  ever  be  able  to  move  home,  my  insurance  would  now  exclude  him. 
Josh  would  not  qualify  for  a  medical  card  and  he  would  not  be  able  to  receive  his 
new  medication  or  receive  the  treatment  that  he  would  need  to  be  maintained  at 
home.  It  would  be  to  expensive  for  me  to  take  care  of  my  own  child.  This  is  very 
sad  and  often  makes  me  feel  that — Josh  will  never  come  home. 

I  appreciate  your  time  in  reading  this  statement,  I  know  it  has  been  long,  but  I 
feel  it  is  important  for  you  to  hear  this  personal  story  of  my  family.  I  want  you  to 
understand  what  is  it  like  living  in  a  rural  community.  I  know  that  if  I  lived  in 
the  Portland  area  I  would  have  more  services  for  and  my  son  and  the  possibilities 
for  him  to  live  at  home  would  be  much  greater.  We  have  very  limited  service  for 
children  in  Eastern  Oregon. 

I  am  the  Oregon  Family  Support  Network  family  advocate  for  Pendleton.  I  try  to 
support  all  families  that  have  a  Child  with  Mental  Illness  and  try  to  advocate  for 
their  needs. 

Oregon  Family  Support  Network  was  chosen  to  receive  Federal  Funding  to  con- 
tinue supporting  families  out  of  Twenty  Two  states  chosen  throughout  the  United 
States  this  year.  The  Family  Support  Network  has  helped  me  to  be  a  strong  advo- 
cate for  increased  services  to  my  son  and  other  children  and  families. 

I  work  with  many  families  and  feel  their  sadness  and  grief  as  they  continue  to 
try  to  support  their  disabled  children.  I  work  with  families  as  they  struggle  to  work 
with  a  system  that  is  in  change.  I  try  to  give  them  positive  hope  for  their  family 
and  children.  And  at  the  time  try  to  inform  our  community  about  the  struggle  of 
raising  a  child  with  a  disability. 

Thank  you  again  for  taking  the  time  to  listen  to  me.  I  hope  that  you  will  continue 
to  advocate  for  families  in  rural  areas. 

I  am  anxiously  awaiting  our  meeting  on  April  the  5th  in  Pendleton. 

Senator  Hatfield.  Thank  you,  Ms.  Swegle.  You  have  given  us 
very  powerful  testimony.  And  I  want  to  say  my  hope  is  with  yours, 
that  this  new  medication  can  help  in  controlling  the  illness. 
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This  has  been  a  very  meaningful  hearing  for  me,  and  I  hope  that 
as  our  record  is  read  and  reviewed,  that  it  will  have  the  same  im- 
pact on  the  reader,  as  to  those  of  us  who  were  here  to  witness  and 
to  hear  this  testimony  from  all  of  the  witnesses  here  today. 

ADDITIONAL  SUBMITTED  STATEMENTS 

Let  me  also  indicate  that  the  hearing  record  will  be  open  for  2 
weeks,  and  if  there  is  any  written  testimony  that  someone  would 
like  to  add  to  this  hearing,  we  would  be  happy  to  receive  it.  You 
could  send  it  directly  to  me  in  Washington,  if  you  wish,  or  send  it 
to  my  Portland  or  Salem  office.  I  have  an  office  at  both  Salem  and 
Portland.  We  would  be  happy  to  receive  it. 

[The  information  follows:] 

Letter  From  Margaret  G.  Murray,  Ione,  OR 

April  16,  1994. 

Dear  Senator  Hatfield:  It  was  good  of  you  to  have  the  Rural  Health  Care  hear- 
ing in  Pendleton.  Many  points  were  brought  up  that  were  good,  but  many  missed 
also  in  the  testimony. 

Heppner  Pioneer  Memorial  Clinic  is  not  designated  a  rural  health  care  clinic  be- 
cause of  a  fluke  in  the  requirements  as  stated  in  the  Federal  rules.  We  cannot  have 
2  physicians  for  our  population,  even  though  they  are  on  call  24  hours  a  day  in  the 
emergency  room  at  Pioneer  Memorial  Hospital.  If  these  two  physicians  were  in  two 
separate  families  they  could  live  with  it  time-wise,  but  they  are  married  and  always 
on  call,  and  their  family-time  is  constantly  broken  up  by  one  of  them  having  to 
leave — they  are  exhausted. 

We  have  had  inept  hospital  administrators  in  the  past  or  we  should  currently 
have  a  rural  health  clinic  designation.  We  need  desperately  the  added  reimburse- 
ment that  comes  with  it.  Our  population  is  aging  as  well  as  dwindling.  We  stand 
to  lose  many  young  people  with  the  prospects  for  our  Kingua  Corp.  mill. 

Besides  the  overwork  constantly,  our  doctors  and  hospital  administrator  get  to 
worry  about  our  tax-supported  situation  too.  North  Morrow  is  completely  different 
from  South  Morrow  in  economics,  topography  and  needs.  The  North  end  knows  we 
need  our  health  services  but  could  care  less.  We  have  had  several  doctors  in  the 
North  end  who  have  deliberately  caused  difficulty  for  our  Morrow  Co.  Medical  Dis- 
trict (to  serve  the  doctors  ends).  It  is  not  a  stable  situation  and  we  are  currently 
trying  to  remedy  the  situation  with  a  tax  base  for  a  Morrow  Co.  Health  District. 
Throw  political  frustrations  on  the  local  level  with  frustrations  with  health  care  re- 
form and  not  enough  compensation  and  it  is  a  wonder  we  still  have  our  2  very  good 
physicians. 

We  serve,  as  you  know,  150  miles  on  3  sides  and  50  on  the  4th  side.  We  are  need- 
ed. 

We  did  have  helicopter  service  out  of  Heppner — now  we  have  to  use  fixed-wing 
planes  to  Portland.  Hermilton  has  heUcopter  service  to  Portland  but  this  has  re- 
cently been  denied  Heppner.  I  know  of  almost  no  one  in  this  area  that  has  a  doctor 
(specialist)  in  Bend.  My  own  husband  had  a  by-pass  in  Portland,  and  I  would  wish 
to  go  back  their  if  necessary.  It  would  take  almost  as  long  by  fixed  wing  as  by  ambu- 
lance, but  we  can't  spare  the  personnel  to  take  the  ambulance  crew  to  Portland  and 
back. 

Heppner  is  ideally  suited  to  be  a  retirement  community,  and  a  recreational  area, 
but  these  both  are  dependent  on  good  medical  facilities — particularly  a  good  trauma 
IV  center  at  the  hospital.  Our  farmers  and  loggers  need  these  services  also  (and  I 
hope  continue  to)  but  our  future  is  clouded  by  lack  of  funding.  We  cannot  stand 
lower  reimbursement  and  higher  costs — our  businesses  in  no  way  can  absorb  man- 
dated coverage  for  their  employees. 

A  large  part  of  America  is  rural  but  due  to  constantly  escalating  costs  with  lessen- 
ing compensation  we  will  soon  be  paupers. 
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Letter  From  Donald  Guenther,  M.D.,  F.A.A.P.  Diplomate,  American  Board  of 
Pediatrics,  Medical  Center  Pedl\trics 

April  12,  1994. 

Honorable  Mark  O.  Hatfield, 
711  Hart  Senate  Office  Building, 
Washington,  D.C. 

Dear  Senator  Hatfield:  Fortunately,  I  was  able  to  attend  the  hearing  you  ar- 
ranged in  Pendleton  on  April  5.  After  some  consideration  and  review  of  the  testi- 
mony, I  would  like  to  emphasize  one  point. 

Everyone  is  concerned  about  the  cost  of  medical  care.  It  seems  most  assume  that 
the  cause  is  inflated  profits  for  providers,  physicians,  suppliers,  hospitals,  etc.  I  be- 
lieve the  real  culprit  is  acceleration  in  the  per  capita  utilization  of  care. 

In  the  past,  at  least  when  I  was  a  child,  people  assumed  they  would  have  to  take 
care  of  themselves,  and  looked  to  the  medical  establishment  only  in  extraordinary 
circumstances.  In  my  own  childhood,  for  example,  a  laceration  of  my  forehead  which 
now  would  be  repaired  with  stitches  was  handled  at  home  by  my  parents  using  ordi- 
nary tape.  Forty  years  ago  that  probably  saved  my  parents  $20  (a  day's  work),  and 
now  would  save  the  average  family  (or  insurance  company)  $400  (several  days' 
work). 

You  will  be  deluged  with  many  other  examples  of  waste. 

In  order  to  recruit  more  physicians  to  rural  areas,  it  will  be  necessary  to  improve 
financial  incentives.  There  will  be  no  money  to  provide  those  incentives  unless  cash 
is  freed  up  from  procedures  that  are  futile  or  unnecessary.  If  you  really  want  to  help 
rural  medicine,  find  a  way  to  incorporate  into  the  federal  health  reform  Oregon's 
goal  of  limiting  medical  care  to  activities  that  are  appropriate  and  eliminating  pay- 
ment for  services  that  we  can  do  without. 

Thank  you  for  listening. 
Sincerely, 

Donald  Guenther,  M.D. 


Letter  From  Katherine  Palmer,  Pendleton,  OR 

April  13,  1994. 

Honorable  Mark  O.  Hatfield, 
711  Hart  Senate  Office  Building, 
Washington,  D.C. 

Dear  Senator  Hatfield:  It  was  a  pleasure  to  meet  with  you  and  your  staff  in 
Pendleton,  Oregon  on  April  5,  1994.  Your  interest  and  involvement  in  our  nation's 
health  care  reform  is  vital  to  all  citizens.  I  appreciate  the  time  you  gave  me  and 
my  son,  Brian,  on  the  day  of  the  testimonies. 

There  are  many  areas  of  concern  that  may  arise  for  families  that  have  a  child 
with  developmental  disabilities.  My  son  is  a  four  year  old  boy  who  has  congenital 
cerebral  palsy,  is  hydrocephalic,  vision  impaired,  tactile-defensive  and  non-verbal. 
His  cognitive  skills  and  large-small  motor  skills  are  far  below  his  chronological  age. 
This  testimony  includes  concerns  that  I  have  relating  to  rural  health  care  services 
for  my  son. 

My  son  has  limited  access  to  ancillary  services  due  to  the  lack  of  availability  of 
specialist  and  funding  sources  in  our  area.  His  vision  specialist  travels  from  Baker 
City,  240  miles  round  trip.  This  travel  limits  the  amount  of  visits  and  length  of  time 
for  Brian's  treatments.  His  occupational  therapist  (OT)  travels  from  Walla  Walla, 
Washington  and  with  the  lack  of  availability  of  OT's  in  our  area,  I  had  to  really 
justify  Brian's  needs  before  monthly  home  visit  were  arranged.  Nutritionist,  speech 
therapist,  physical  therapist  are  additional  services  that  are  required  for  Brian's 
success  and  health.  His  ancillary  services  are  crucial  now  and  as  I  have  been  told, 
all  his  life. 

The  dental  services  Brian  requires  is  a  concern  for  me.  My  family  dentist  does 
not  accept  Brian's  medical  card  as  insurance  coverage  forcing  additional  expense  to 
me.  If  I  decide  to  change  dentists  for  Brian,  then  it  will  be  an  additional  stress  of 
two  dentists — one  for  the  family  and  one  for  Brian.  If  dental  work  is  needed,  he  will 
require  anesthesia  and  possible  hospitalization.  This  is  a  procedure  that  many  den- 
tists refuse  to  do.  When  Brian  fell  out  of  his  chair  at  scnool  and  refused  to  allow 
his  teacher  to  look  into  his  bloody  mouth,  I  was  called  to  the  classroom.  On  the  way 
to  his  room,  I  worried  about  what  dentist  to  go  to  if  he  needed  dental  care. 

I  would  also  like  to  express  some  concerns  related  to  SSI.  After  Brian  was  accept- 
ed into  the  SSI  program,  I  discovered  how  my  life  became  limited  due  to  SSI  restric- 
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tions.  Some  examples  include:  (a)  not  being  able  to  save  for  my  other  sons'  college 
education  without  jeopardizing  Brian's  eligibility;  (b)  being  limited  to  a  $2,000  or 
less  market  valued  car  while  my  part-time  job  and  my  state  council  work  require 
significant  travel  as  does  Brian's  appointments  with  specialists  in  Portland  (in  ex- 
cess of  2,000  miles  a  month);  (c)  being  unable  to  work  full-time  in  part  due  to 
Brian's  medical  coverage  being  cancelled.  A  full  time  job  for  me  does  not  mean  that 
I  will  be  able  to  find  adequate  coverage  for  his  preexisting  condition  nor  would  it 
cover  him  during  any  probationary  time;  (d)  being  limited  to  having  only  $2,000 
saved  in  accumulated  accounts  at  any  given  time.  With  this  limitation,  it  is  very 
hard  for  me  and  my  family  to  make  future  plans;  (e)  being  a  single  parent  and  un- 
able to  establish  a  permanent  relationship  with  marriage  intent  because  it  would 
endanger  Brian's  SSI;  (D  being  discriminated  against  — although  I  hold  a  Master's 
degree — because  of  the  pejorative  nature  of  being  on  SSI. 

While  raising  a  child  with  developmental  disabilities  is  very  rewarding,  it  is  also 
very  challenging.  The  health  care  Brian  receives  is  very  important  to  his  quality  of 
life.  Please  remember  Brian,  universal  coverage,  preexisting  condition  coverage  and 
others  with  developmental  disabilities  when  making  decisions  about  health  care  re- 
form. Thank  you  for  your  time  and  if  you  have  any  questions,  please  call  me  at  503- 
276-5047. 

Sincerely, 

Katherine  Palmer. 


Disability  Perspective  on  Health  Care  Reform 

Non-Discrimination 

People  with  disabilities  of  all  ages  and  their  families  must  have  access  to  health 
care  which:  prohibits  pre-existing  condition  exclusions;  prohibits  rating  practices 
that  discriminate  against  higher  users  of  health  care;  ensures  that  all  persons,  re- 
gardless of  income  or  health  status,  have  access  to  all  needed  health-related  serv- 
ices; and  ensures  continuity  and  portability  of  coverage. 

Comprehensiveness 

In  addition  to  acute  care  hospital  and  physician  services,  comprehensive  health- 
related  services  include:  preventive  services,  including  services  to  prevent  the  wors- 
ening of  a  disability;  health  promotion/education  services;  diagnostic  services;  long 
and  short  term  home  and  community-based  services;  prescription  drugs,  biologicals 
and  medical  foods;  mental  health,  counseling  and  substance  abuse  services;  rehabili- 
tation services,  including  audiology,  occupational  therapy,  physical  therapy,  psycho- 
social services,  respiratory  therapy,  speech-language  pathology  services,  cognitive, 
vision  and  behavioral  therapies,  and  therapeutic  recreation;  personal  assistance 
services  and  independent  living  services;  and  durable  medical  equipment  and  other 
assistive  devices,  equipment,  and  related  services. 

Appropriateness 

Services  must  be  provided  to  persons  with  disabilities  on  the  basis  of  individual 
need,  preference  and  choice  which:  ensures  consumer  choice  in  relation  to  services 
and  provider;  ensures  a  range  of  service  settings  through  an  integrated  delivery  sys- 
tem; ensures  appropriate  amount,  scope  and  duration  of  services;  and  ensures  the 
availability  of  trained  personnel. 

Equity 

People  with  disabilities  and  their  families  must  be  ensured  equitable  participation 
in  the  nation's  health  care  system  and  not  burdened  with  disproportionate  costs.  An 
equitable  system:  limits  out-of-pocket  expenses  and  cost  sharing  requirements  for 
participants;  provides  access  to  services  based  on  health  care  need,  not  income  level 
or  employment  status;  and  ensures  adequate  reimbursement  for  service. 

Efficiency 

The  health  care  system  should  provide  maximum  appropriate  effective  quality 
services  with  minimum  administrative  waste.  An  efficient  system:  reduces  adminis- 
trative complexity  and  minimizes  administrative  costs;  allocates  resources  in  a  more 
balanced  way  between  preventive  services,  acute  care,  rehabilitation  and  chronic 
care  management;  maintains  effective  cost  controls  so  that  all  people  can  get  the 
health  care  services  which  they  need. 

Adopted  by  the  Consortium  for  Citizens  with  Disabilities,  Health  Task  Force,  Oc- 
tober, 1991. 
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Letter  From  Rex  D.  Wilson,  M.D.,  Baker  City,  OR 

April  18,  1994. 
Honorable  Mark  Hatfield, 
711  Hart  Senate  Office  Building, 
Washington,  D.C. 

Dear  Senator  Hatfield:  Thank  you  for  the  invitation  to  the  field  hearing  of  the 
Appropriations  Committee  of  the  United  States  Senate  in  Pendleton,  Oregon.  Unfor- 
tunately, I  was  unable  to  attend  but  would  like  to  offer  some  testimony. 

Three  years  ago  I  finished  my  residency  in  Internal  Medicine.  During  my  training 
I  lived  and  breathed  medicine.  I  yearned  for  more  knowledge  and  greater  skills. 
Thus  I  was  excited  about  the  opportunity  to  go  into  a  sub-specialty.  A  sub-specialty 
offers  more  security  in  terms  of  knowledge,  skills  and  least  of  all  financially.  When 
dealing  with  human  lives  we  want  to  be  the  best  we  can  be. 

Going  into  primary  care  private  practice  in  a  rural  area  is  even  more  frightening 
because  you  have  imposed  upon  yourself  a  self-limited  knowledge  base  as  well  as 
thrust  yourself  into  an  area  where  there  is  no  one  to  rely  on  but  yourself  and  often 
times  there  is  not  the  adequate  high  technologv  equipment  to  work  with  that  is 
available  in  urban  areas.  Sometimes  you  feel  like  you  are  running  a  MASH  unit. 
The  feelings  of  frustration  that  come  in  this  situation,  when  caring  for  patients,  is 
reason  enough  to  make  most  physicians  shun  rural  areas.  In  addition  to  this,  the 
financial  rewards  are  less,  for  a  greater  responsioility,  and  the  work  load  is  exhaust- 
ing with  no  hope  of  relief 

At  this  day  in  time,  it  is  virtually  impossible  for  the  average  primary  care  physi- 
cian to  go  to  a  rural  area  and  start  a  practice.  My  wife  and  I  are  in  debt  $100,000 
and  the  bank  will  not  loan  me  money  to  get  into  an  office,  let  alone  I  was  unable 
to  get  a  loan  for  a  house  so  we  continue  to  live  in  our  1969  single-wide  trailer.  The 
governments  niles  and  regulations  you  have  to  meet  in  order  to  get  paid  are  not 
understandable.  Then  once  the  "billing  web"  is  figured  out  you  find  the  government 
gives  you  just  enough  to  cover  the  nurses  paycheck  and  I  get  to  cover  the  rest  of 
the  office  staffs  paychecks,  so  it  is  little  wonder  why  doctors  are  not  willing  to  take 
Welfare  patients  except  for  the  fact  that  we  feel  sorry  for  a  lot  of  them. 

I  feel  the  following  are  a  few  things  that  would  help  rural  physicians  in  their 
practice: 

1:  Expanding  the  AHEC  program,  which  I  feel  is  excellent,  so  that  doctors  in 
training  are  continually  exposed  to  rural  medicine. 

2:  Access  via  telecommunications  to  the  University  sub-specialists  for  easy  access 
consultations. 

3:  Financial  and/or  tax  incentives  such  as  SB  438. 

4:  A  simplified  billing  program  that  even  a  doctor  could  understand. 

5:  Tort  reform. 

Thank  you  for  your  time  and  interest  in  our  dilemmas. 
Yours  truly. 

Rex  D.  Wilson,  M.D. 


Statement  of  Kathy  Pfister-Minogue,  Adult  Nurse  Practitioner, 

La  Grande,  OR 

Testimony  for  field  hearing  Senate  Appropriations  Committee  of  the  United 
States  to  discuss  federal  programs  and  policies  designed  to  improve  access  to  health 
care  in  rural  areas. 

Nurse  practitioners  have  demonstrated  effective  delivery  of  health  care  in  rural 
areas.  The  quality  of  care  by  nurse  practitioners  has  been  documented  in  multiple 
studies.  Nurse  practitioners  have  been  identified  as  a  group  that  can  fill  some  of 
the  gaps  in  the  need  for  primary  care  services.  It  is  important  that  this  role  not 
be  hampered  by  reimbursement  (ifficulties.  In  the  State  oi  Oregon,  nurse  practition- 
ers have  demonstrated  our  ability  to  practice  independently  within  the  scope  of 
practice  for  which  we  are  licensed.  It  saves  health  care  dollars  to  directly  reimburse 
us  for  these  services.  I  would  hope  the  federal  government  would  not  repeat  what 
the  State  of  Oregon  has  done  in  this  area  recently  under  the  new  OMAP  plan.  We 
had  independent  provider  numbers/medicaid  patients.  These  numbers  are  now  use- 
less since  every  patient  must  sign-up  with  a  primary  provider  who  must  be  able  to 
provide  24-hour  care  including  hospital  care.  The  end  result  of  this  is  that  nurse 

f>ractitioners  across  the  state  are  at  the  mercy  of  physicians  with  admitting  privi- 
eges.  Nurse  practitioners  can  now  only  provide  primary  care  by  finding  an  accept- 
ing physician  and  designing  a  way  to  share  the  patient  or  contracting  with  a  health 
maintenance  organization  for  a  fee  for  service  wherein  they  contract  other  care.  In 
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rural  areas,  there  often  is  not  this  second  option  because  it  is  not  offered  by  the 
managed  care  entities.  I  reaHze  this  is  not  necessarily  a  direction  the  federal  system 
will  take,  but  I  think  it  is  important  to  address  reimbursement  issues  so  this  type 
of  problem  doesn't  repeat  itself  The  result  of  this  for  me  and  my  nurse  practitioner 
colleagues  is  that  we  have  had  to  tell  our  patients  to  sign-up  with  physicians  for 
their  care.  I  would  also  hope  that  a  national  system  might  consider  maintaining  the 
viability  of  current  systems  such  as  college  health  centers  that  offer  cost  effective 
care  with  a  very  strong  preventative  health  plan  already  in  place. 

I  currently  am  a  practicing  nurse  practitioner  in  the  Student  Health  Service  at 
Eastern  Oregon  State  College  where  I  also  serve  as  clinic  director.  In  this  setting, 
nurse  practitioners  provide  the  majority  of  services  to  patients  (95  percent  of  pre- 
senting problems).  Extensive  lab  and  x-ray  are  not  provided.  In  the  past,  nurse 
practitioners  utilized  Medicaid  provider  number  to  help  students  pay  for  services 
not  covered  in  Student  Health.  Under  the  new  system,  students  cannot  access  these 
services  unless  they  transfer  their  care  to  a  provider  on  the  list  offering  24-hour- 
care  including  hospitalization.  In  our  small  community,  there  is  one  Independent 
Practice  Association  (IPA)  that  currently  contracts  with  Oregon  Dental  Service 
(ODS)  and  Health  Care  Oregon.  We  must  negotiate  membership  in  this  group  in 
order  to  continue  to  provide  care.  I  assume  the  purpose  of  such  a  requirement  is 
to  create  competition.  In  the  case  of  college  health,  this  duplication  of  services  in- 
creases total  health  care  costs.  It  also  eliminates  a  cost  effective  preventatively  fo- 
cused option  for  many  college  students. 

Clinics  in  many  rural  communities  have  limited  providers.  Forming  a  managed 
care  network  is  diflScult  to  impossible.  In  my  town,  the  IPA  has  reached  out  to  a 
smaller  town  75  miles  away  to  pull  them  into  the  IPA.  The  physicians  in  this  small- 
er town  were  already  over-worked,  and  being  isolated  would  have  been  further  eco- 
nomically disadvantaged  (by  being  left  out  of  the  managed  care  network)  had  this 
not  occurred.  I  wonder  what  is  happening  to  other  rural  clinics  who  have  no  one 
to  reach  out  and  help  them.  I  urge  you  to  look  at  the  impact  of  the  new  managed 
care  arrangements  on  rural  clinics  as  you  plan  national  health  care  services. 


Statement  of  Melanie  Harris,  RN,  FNP,  American  Academy  of  Nurse 

Practitioners 

I  am  here  today  in  behalf  of  nurse  practitioners  practicing  in  rural  Oregon  to  dis- 
cuss issues  relating  to  health  care  reform  that  impact  on  our  patients  and  our  prac- 
tices. The  worth  of  nurse  practitioners  in  the  provision  of  primary  health  care  serv- 
ices has  been  recognized  for  a  long  time  in  the  state  of  Oregon.  The  state  has  led 
the  way  in  the  expansion  of  nursing  roles  to  allow  primary  care  services  to  be  pro- 
vided by  certified  registered  nurse  practitioners  throughout  the  state.  Oregonians 
have  long  recognized  that  nurse  practitioners  are  primary  care  providers  who  can 
provide  quality,  cost  effective  primary  care  services  to  the  rural  populations  of  our 
state. 

It  has  been  documented  that  nurse  practitioners  are  able  to  provide  80  to  90  per- 
cent of  all  primary  care  sei'vices  needed  by  families  and  individuals  in  rural  settings 
(Office  of  Technology  Assessment,  1986).  As  you  know,  certified  nurse  practitioners 
provide  primary  care  services  to  people  of  all  ages,  focusing  on  health  promotion  and 
disease  prevention  as  well  as  the  diagnosis  and  management  of  acute  episodic  and 
chronic  diseases  (American  Academy  of  Nurse  Practitioners,  1992).  They  take  medi- 
cal histories,  perform  physical  examinations,  order  and  interpret  diagnostic  tests 
and  prescribe  medications  and  other  treatments  for  the  patient  (American  Academy 
of  Nurse  Practitioners,  1988,  1993). 

Currently  over  82  percent  of  practicing  nurse  practitioners  are  working  in  private 
or  public  primary  care  settings.  Over  half  provide  services  to  the  medically  under- 
served.  The  majority  of  nurse  practitioners  are  family  nurse  practitioners.  Women's 
health,  pediatric  and  adult  nurse  practitioners  make  up  the  next  largest  specialty 
groups;  gerontologic  nurse  practitioners  comprise  the  smallest  group  (Towers,  1989). 

Numerous  studies  document  the  quality  of  care  provided  by  nurse  practitioners. 
A  survey  of  the  research  and  literature  examining  nurse  practitioner  practices  con- 
ducted by  the  Office  of  Technology  Assessment  of  the  United  States  Government 
found  that  the  quality  of  care  provided  by  nurse  practitioners  was  equal  to  that  of 
physicians  managing  the  same  conditions  (Office  of  Technology  Assessment,  1986). 
Likewise,  the  level  of  patient  satisfaction  with  the  care  provided  by  nurse  practition- 
ers in  these  settings  was  high.  A  recent  meta-analysis  conducted  by  the  American 
Nurses  Association  reaffirmed  those  findings  (American  Nurses  Association,  1992). 

Nurse  practitioners  also  have  been  found  to  be  cost  effective;  they  often  charge 
less  for  their  services;  it  costs  less  to  prepare  them;  and  in  practices  where  they  are 
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used,  patients  have  been  found  to  have  fewer  days  of  hospitalization  than  in  prac- 
tices where  they  are  not  used  (Robyn  and  Hadley,  1980). 

Unfortunately,  even  in  a  state  such  as  Oregon  where  nurse  practitioners  have 
been  utilized  and  accepted,  barriers  to  provision  of  care  provided  by  nurse  practi- 
tioners are  once  again  appearing.  We  would  hope  that  at  a  time  when  nurse  practi- 
tioners services  will  be  needed  more  than  ever,  steps  will  be  taken  to  prevent  the 
creation  of  barriers  in  the  process  of  health  care  reform. 

While  old  barriers  such  as  the  lack  of  Medicare  reimbursement  for  nurse  practi- 
tioners in  urban  areas  still  exist,  new  barriers  are  developing  that  are  harmful  to 
the  ongoing  provision  of  the  services  rural  nurse  practitioners  have  provided  for  so 
long  in  the  state  of  Oregon.  They  include:  Exclusion  of  nurse  practitioners  as  provid- 
ers by  HMO/PPO  Corporations;  prohibition  of  the  utilization  of  nurse  practitioners 
as  case  managers  or  "gate  keepers"  in  health  care  reform  plans;  the  requirement 
for  24  hour  physician  backup  for  nurse  practitioner  providers  in  the  Oregon  Health 
Plan;  exclusion  of  nurse  practitioners  from  HMO/PPO  membership  because  they  do 
not  have  hospital  privileges;  and  inability  of  nurse  practitioners  to  obtain  hospital 
privileges  in  local  hospitals. 

Rural  nurse  practitioners  are  concerned  therefore  that  any  proposed  health  care 
reform  legislation  include  strong  enough  incentives  or  mandates  to  ensure  that  they 
will  not  be  excluded  from  the  reformed  system.  Closed  door  policies  such  as  those 
listed  above  are  destructive  to  the  concept  of  full  utilization  of  quality,  cost  effective 
primary  care  providers.  They  provide  evidence  of  the  damage  special  interest  groups 
can  impart  on  activities  geared  to  strengthen  primary  care  services  in  rural  popu- 
lations. Such  exclusions  demonstrate  the  need  for  strong  legislative  language  to  pre- 
vent indiscriminate  lockouts  of  systems  of  care  provided  by  competent,  cost  effective 
providers  such  as  nurse  practitioners.  For  this  reason,  language  regarding  non- 
discrimination, utilization  of  all  classes  of  primary  care  providers,  loosening  of  anti- 
trust laws  and  the  structuring  of  health  care  alliances  and  integrated  care  networks 
must  be  examined  closely  and  worded  carefully  so  that  exclusions  cannot  be  pur- 
posefully implemented. 

Likewise,  mandated  inclusion  of  advanced  practice  nurses,  specifically,  nurse 
practitioners  as  specifie3  members  of  boards  and  commissions  that  oversee  and  fa- 
cilitate the  implementation  of  health  care  legislation  should  be  considered.  The 
knowledge  and  expertise  of  these  providers  in  the  primary  care  arena  need  to  be 
utilized  fully  in  the  development  of  policy  as  well  as  the  provision  of  services,  if  pri- 
mary care  is  to  be  delivered  in  a  manner  that  will  best  meet  the  needs  of  rural  Or- 
egonians. 

Nurse  practitioners  in  rural  Oregon  have  been  providing  high  quality  primary 
care  services  to  their  patients  for  years.  Any  legislation  that  is  implemented  will 
need  to  address  the  barriers  enumerated  above.  Rural  nurse  practitioners  support 
the  concept  of  universal  access,  providing  insurance  to  the  uninsured,  and  the  man- 
dated inclusion  of  preventive  services  within  health  care  plans.  In  addition,  it  is  im- 
portant that  nurse  practitioners  be  recognized  as  primary  care  providers  and  case 
managers  in  the  system,  that  protection  be  provided  to  prevent  discriminatory  ac- 
tions that  would  prevent  them  from  being  providers  in  the  system  and  that  provi- 
sions be  made  for  vulnerable  populations  for  whom  so  many  nurse  practitioners  pro- 
vide care. 

We  want  to  help  the  state  develop  a  high  quality  health  care  system  that  is  avail- 
able to  all  residents.  We  know  that  health  security  plans  can  facDitate  the  provision 
of  that  high  quality  primary  care  to  our  rural  population  through  the  appropriate 
utilization  of  nurse  practitioners.  In  order  for  us  to  help,  new  and  old  barriers  will 
need  to  be  removed  if  we  are  to  continue  to  provide  the  care  our  patients  have  come 
to  appreciate. 

We  thank  you  for  the  opportunity  to  speak  with  you  today.  If  you  should  have 
any  further  questions,  I  would  be  glad  to  answer  them  or  find  the  answers  for  you. 
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Senator  Hatfield.  I  want  to  again  focus  for  just  a  moment  in 
closing  this  hearing  on  those  of  you  who  are  out  here  in  the  rural 
areas  as  providers,  as  practitioners,  as  those  who  offer  the  hope  to 
people  living  in  rural  Oregon.  I  don't  think  we  could  ever  over- 
emphasize the  deep  appreciation  that  we  have  for  each  of  you  who 
are  in  that  kind  of  mission.  I  call  it  a  mission,  because  I  think  it 
is  more  than  an  occupation  or  profession. 

I'm  proud  that  Oregon  has  established  a  national  reputation  in 
being  innovative  in  the  area  of  health  care  reform,  and  like  many 
who  testified  today,  I  want  to  continue  to  be  a  help  in  any  way  to 
implement — fully  implement  the  reforms  and  provide  the  track 
record  that  could  be  so  beneficial  to  the  Federal  Government  in  try- 
ing to  determine  the  proper  role  that  the  Federal  Government 
should  play  in  health  care. 

I  think  we  have  had  many  achievements,  we  have  many  success 
stories  here,  but  I  think  as  this  most  recent  testimony  would  indi- 
cate, we  have  much  to  be  done,  much  yet  to  be  accomplished. 

CONCLUSION  OF  HEARING 

So  at  this  point  I  would  like  to  make  recognition  of  the  support 
of  the  chairman  of  our  full  committee.  Senator  Byrd  of  West  Vir- 
ginia, the  chairman  of  our  subcommittee  on  Labor-HHS,  Senator 
Harkin  of  Iowa  for  supporting  this  hearing  today,  and  with  that, 
we  will  declare  the  hearing  concluded. 

[Whereupon,  at  4  p.m.,  Tuesday,  April  5,  the  hearing  was  con- 
cluded, and  the  committee  was  recessed,  to  reconvene  subject  to  the 
call  of  the  Chair.] 
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